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CONGENITAL ANTEVERSION OF THE NECK OF THE FEMUR 


RONALD 8. HAINES, M. D., F. A. C. 8., 
Phoenix, Arizona 


ONGENITAL anteversion of the neck of the 

femur without dislocation of the hip is a rel- 
atively common congenital deformity. This con- 
dition is scarcely mentioned in medical litera- 
ture and no record of it is found in the standing 
textbooks on orthopedic surgery. In most cases, 
the deformity is of insufficient degree to pro- 
duce symptoms of any consequence. Rarely the 
congenital anteversion of the femoral necks is of 
such a degree that it does result in deformities 
of gait. It is for this reason that it was deemed 
advisable to describe certain clinical aspects of 
this condition. 

The easiest way to understand what is meant 
by ‘‘anteversion of a femoral neck’’ is to exam- 
ine a femur carefully. If a femur is placed with 
the posterior aspect downwards on a flat surface 
so that the medial and lateral femoral condyles 
and the posterior aspect of the greater trochan- 
ter rest upon this surface, it is noted that a pin 
drilled through the center of the femoral head 
. and neck makes an angle with the plane of this 
surface of 0° to 15° in the normal adult femur 
(Figure 1). In the condition known 
as ‘“‘eongenital anteversion of the 
femoral neck,’’ the angle between the 
head and neck of the femur and the 
flat surface noted above upon which 
the femur rests has an angulation 
in excess of the 15° 
fact, this angulation may, in certain 


mentioned. In 


instances, approach or reach 60°. 
Medial and lateral rotation move- 
ments of the normal hip are limited 
by the relationship of the head and 
neck of the acetabulum. Medial ro- 
tation of the hip is that movement 
in which the anterior surface of the 
thigh is rotated toward the mid- 


movement 
the thigh 
midline. The 
neck will 


that 
surface of 
the 
femoral 


line, while lateral rotation is 
the 


away 


anterior 
from 


in which 
is rotated 
terior surface of the come 
in contact with the anterior the 
acetabulum with medial rotation movements and 
the posterior surface of the neck will come in 
contact with the posterior surface of the ace- 
tabulum with lateral rotation, thus limiting such 
It is obvious that in a case of con- 


an- 


surface of 


movements. 
genital anteversion of the femur, the hip will 
have excessive medial rotation and diminished 
or absent lateral rotation. 

An individual cannot walk in a normal man- 
ner without lateral rotation movements of the 
hips, because, in the normal walking gait, lat- 
eral rotation of the hips occurs simultaneously 
with advancing the foot and leg forward on 
the same side. If a lateral rotation motion of 
the hip is not possible, advancing the pelvis 
forward on that apparent 
medial rotation of this hip, giving a peculiar 
gait, or else the individual must walk in a very 


side results in an 





Figure i 
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Figure 2 
55° Lateral Rotation of Right Hip 


stiff manner, keeping the pelvis at right angles 
to the direction of movement. 
SYMPTOMS 

The patient with congenital anteversion of 
the femoral necks (since the condition in our 
experience is bilateral) is brought to the doctor 
with the complaint that the child is knock-kneed, 
that the ‘‘feet turn in,’’ or that the patient has 
a peculiar gait. The parents state that the de- 
formity was noted soon after the child began to 
walk. The parents may state that the child has 
difficulty in sitting ‘‘tailor fashion’’ or that 
the child sits on the inside of his heels with the 
outside of his feet flat against the floor. In 
some cases the parents complain that the patient 
is unable to cross the knees in an ordinary 
manner. It is not unusual for the parents to 
describe having taken the child to several doc- 
tors who have attempted to correct 
the deformity by wedging the heels 
of the shoes or by applying braces 
to the legs or feet without benefit. In 
our experience the parents are almost 
always unaware of the fact that the 
deformity is in the hip region. 

PHYSICAL EXAMINATION 

The physical examination ordinar- 
ily is entirely negative except that 
the child has excessive medial rota- 
tion movements of the hip and ab- 
sent decreased lateral rotation 
movements. In order to determine 
this fact accurately the child should 
be stripped and placed supine on 
a firm flat table. The pelvis should 
be kept horizontal with the table and 


or 
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not permitted to turn, thus giving a 
false impression of rotary movements. 
The examiner should grasp the legs 
or feet and medially rotate both 
thighs, noting the degree of angula- 
tion between an imaginary plane 
parallel with the anterior surface of 
the patella (since this plane is es- 
sentially parallel with the plane 
noted previously with the 
lying on a flat surface) 
plane of the table (Figures 2 and 
3). For example, if medial rotation 
may be earried out to such a de- 
gree that the knee caps directly face 
each other, each may be said to 
have approximately 90° of medial 
rotation. Lateral rotation is determined in the 
same manner by rotating the thighs the maxi- 
mum amount laterally and noting the degree of 
angulation in the same manner as that of medial 
rotation. For example, if lateral rotation may 
be carried out to such a degree that the knee caps 
are on exactly opposite sides of the femora, then 
lateral rotation would be approximately 90°. 
If lateral rotation may be carried out so that 
the knee caps will face only directly forward 
(or upwards in this ease), the degree of-lateral 
rotation of the hips is approximately zero. If 
the degree of medial rotation greatly exceeds 
that of lateral rotation, the examiner may feel 
assured that some anteversion of the femoral 
neck is present unless there is some other con- 
dition to explain this abnormality, such as a 
fractured femur which has healed in mal-union. 


femora 
and the 


Figure 3 
67° of Medial Rotation of the Right Hip 
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It is important not to gauge the degree of rota- 
tion of the hips by the position of the tibial 
tuberosities, because a certain amount of rotary 
movement may take place in the knee joints and 
it is even more important not to gauge the degree 
of rotation of the hips by the position of the feet 
since considerable rotatory motion may take 
place in the subtalar and mid-tarsal joints. The 
patient should be observed walking while wear- 
ing no-clothing so that the position of the 
thighs may be clearly seen. By this means, it 
may be determined that a decrease in lateral 
rotation of the hips is present which will give 
the patient a peculiar swinging.type of gait. 

In the average adult without obvious hip dis- 
ease or some injury to the femora, the degree 
of lateral rotation of the hips exceeds the 
medial rotation. Our clinical © observations, 
which are not yet complete, indicate that the 
same may not be true in children, and that 
more variation is present with them. This is con- 
firmed by the studies of Kingsley & Olmstead. 

X-RAY EXAMINATION 

Cases suspected of having congenital antever- 
sion of the femoral necks should have anterior- 
posterior radiographs of both hips taken with 


the hips in maximum medial rotation, maximum 
lateral rotation and in a neutral position with 


the hips in no rotation. Most radiologists are 
not familiar with this condition and will report 
the hips as being normal. In anterior-posterior 
radiographs of normal adult hips, the femoral 
necks appear to have the greatest length when 
they are-parallel to the film which means when 
they are in 0° to 15° of medial rotation. In the 
condition under discussion, the femoral necks 
will have their greatest length when the hips 
are held in considerable medial rotation, and 
they will have the least length when the hips 
are held in maximum lateral rotation. 
CLINICAL COURSE 

Whether or not this condition would disappear 
spontaneously with the growth of the child has 
not been fully determined, but in the case re- 
port to follow, no significant improvement was 
noted after observing the child for twenty-three 
months. Conservative treatment by wearing 
‘‘twisters’’ has been tried by the author, but 
the follow-up period is inadequate. Treatment 
of the condition by use of heel wedges and other 
appliances apparently is inadequate. The fol- 
lowing ease was treated surgically with very 
satisfactory results. 
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REPORT OF CASE 

This 3% year oid white girl was first seen 
June 6, 1947, because her parents complained 
that she was knock-kneed. The deformity had 
been noted since the child started to walk at ten 
months of age. She had a wobbly gait at that 
time and seemed to be ‘‘pigeon-toed.’’ The 
deformity appeared to increase with age. She 
was taken to doctors who prescribed heel wedges, 
but these failed to alleviate the condition. The 
mother noted that the child often assumed a 
peculiar position, sitting on the medial surfaces 
of the ankles with the lateral surfaces against 
the floor. She did not complain of pain. 

There was no family history of hip disease 
of any kind. The patient weighed five pounds 
at birth, and delivery was said to have been 
normal and at term. The child was given oleum 
percomorphum regularly. She had chicken-pox 
when two years of age and no other childhood 
disease. She was able to hold her head up at 
four months, to sit up at five months, and to 
walk when about ten months of age. 

EXAMINATION 

The examination on June 6, 1947, revealed no 
abnormalities except for the lower extremities. 
There was no clinical evidence of dislocation of 
the hips. The lower extremities were symmetri- 
eal and equal in length and circumference. The 
hips had an entirely normal range of motion 
except for rotation. Medial rotation exceeded 
90°, bilaterally, but lateral rotation was only 
25° to 30°, bilaterally. Her lower-extremities 
were straight, there being neither knock-knee 
nor bow-leg deformities. There was no unusual 
relaxation of the knee joints. Her feet appeared 
perfectly normal in the lying or sitting positions. 
There was no tibial torsion deformity. When the 
patient stood, she appeared to be knock-kneed, 
but obviously this was due to the fact that she 
held her hips in a medially rotated position while 
standing. She walked with a peculiar swinging 
gait with the feet apparently adducted. 


X-RAY EXAMINATION 

Radiographs of both hips with the hips in a 
neutral position (Figure 4) revealed no abnor- 
mality except that the femoral necks seemed un- 
usually short and a coxa valga deformity ap- 
peared to be present. A radiograph taken with 
the hips in maximum medial rotation (Figure 
5) revealed that the femoral necks were much 
longer than they appeared to be in the neutral 
position and that coxa valga deformity was not 
present. The mother was informed of the na- 
ture of the condition. She was told that femoral 
osteotomies might prove necessary at some later 
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date if the condition did not correct itself spon- 
taneously. 
CLINICAL COURSE 

The patient was re-examined September 12, 
1947, and no difference in the range of motion 
was noted. Both hips had 90° or slightly more 
of medial rotation, while lateral rotation did not 
exceed 20°. On March 8, 1948, re-examination 
revealed no change in the patient’s condition 
and on May 4, 1949, clinical photographs were 
taken (Figures 6 and 7). The peculiar gait was 
still present. She had a very slight genu-varum 
deromity. The range of passive motion of her 
hips was as follows: abduction 45°, adduction 
45°, flexion 30°, extension 180°, medial rotation 
90°, latetral rotation 5°. Her ankles dorsiflexed 
to 80. ° Her feet were flexible and no foot de- 
formities were noted. 

On May 12, 1949 surgical operation was ecar- 
ried out in the following manner. Steinman pins 
were inserted at the middle thirds of the femora 
and at the lateral and anterior surfaces so that 


Figure 4 


Figure 5 
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Figure 6 
Patient standing in maximum hip lateral 
rotation. as 


‘ Figure 7 
Patient standing in maximum medial hip 
rotation. 
these pins made an angle of approximately 55° 
with the horizontal plans while the patient was 
lying supine with the hips in neutral rotation. 
Then, subtrochanteric osteotomies were carried 
out and the distal femoral fragments were ro- 


th 
pe 
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tated laterally so that the Steinman pins were 
horizontal. The patient was immobilized in this 
position in a double hip spica. 

On July 18, 1949, both casts were removed, 
the osteotomies having healed firmly. The pa- 
tient was kept in bed until she -had regained 
good strength of her quadriceps muscles and 
then was permitted to walk at increased intervals. 

The patient continued to improve although 
she did walk in a rather unsteady manner for 
several weeks. Her parents were concerned at 
first because her hips seemed to be wider than 
they were before surgery. Post-operative x-ray 
examination, November 14, 1949 (Figure 8) 
revealed solid union of the osteotomies with 
normal appearance of the hips in neutral rota- 
tion. At the last examination on January 26, 
1950, the patient had improved greatly and the 
parents were pleased with the results. The pa- 
tient walked in a normal manner, the previously 
noted limp having entirely disappeared. The 
gluteus medius muscles were normal. The range 
of motion of her hips, passively or actively, was 
as follows: flexion, right 30°, left 30° ; extension, 
right 180°, left 180°; abduction, right 45°, left 
45°; adduction, right 60°, left 50°; medial 
rotation, right 50°, left 45°; lateral rotation, 
right 45°, left 50°. The operative scars showed 
a tendency to be keloidal. When the patient 
stood with her ankles touching each other, her 
knees were separated by an amount not exceed- 
ing 1/16”. Clinical photographs were taken on 
this date (Figures 9 and 10). 


Figure 8 
SUMMARY 
Clinical aspects of congenital anteversion of 


the femora neck are discussed and one case re- 
port is given, indicating that the condition may 
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produce clinical symptoms which can be cor- 
rected by surgical operation. 
REFERENCES 
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Figure 9 
Patient standing in maximum lateral hip 
rotation 


Figure 10 
Patient standing in maximum medial hip 
rotation 
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DIABETIC COMA 


ELEANOR A. WASKOW, M. D. 
Phoenix, Arizona 


IABETIC coma is the unique complication 

of Diabetes. It is the end result of untreated 
or completely uncontrolled Diabetes. In the 
strictest sense, it is a state of unconsciousness 
alcanies the severe stages of diabetic 
acidosis. Today the term ‘‘diabetic coma’’ is 
more loosely applied, and it is necessary to set 
up certain arbitrary, divisions. Any severe acido- 
sis with a COz combining power of 20 Vols. % or 
less is classified as coma. (At some institutions 
15 Vols. % and at others 25 Vols. % is used as a 
dividing line.) The reasoning behind this is 


that before the discovery of insulin those patients 
who had a combining power above 20 Vols. % 
usually made a recovery, While those below did 


not. 

Incidence of coma has decreased appreciably 
with.the years since the use of insulin, but the 
death rate from it is still fairly high in many 
places. Three per cent is given by the Metro- 
politan Life Insurance Company as the over-all 
number of deaths due to coma.' 

Pathological Physiology of Diabetic Coma 

Diligent study of the chemical processes by 
which ketone bodies (acetone bodies) are formed 
from fatty acid has made it apparent that the 
former theories regarding their production must 
be modified. With newer, improved methods it 
is now possible to determine very small amounts 
of ketones, and minute amounts are found in the 
normal individual. 

The old theory (Knoop Theory) was one of 
successive beta oxidation ; that is, that the break- 
down of fatty acids takes place in regular se- 
quence by oxidation at the beta carbon atom 
with the production of a new fatty acid contain- 
ing two less carbon atoms. 

Now it is felt that there is multiple or alter- 
nate combustion and breakdown of the ketone 
bodies and that normally the body ean utilize 
these incomplete breakdown products. But in 
the diabetic the breakdown is increased and the 
patient is unable to use the increased produc- 
tion. Therefore, a vicious cycle is set up with a 
depletion of COz, upset of acid base balance, 
dehydration, ete. Potassium and phosphate are 


Presented before regular Staff Meeting, St. Joseph's Hospital, 
September, 1949. 


also lost in great quantity with the ensuing 
diuresis. 

A specific depletion of intra-cellular potas- 
sium which accompanies diabetic coma may be 
greatly increased by a diuresis artificially in- 
duced; that is, in treatment, when glucose is 
given, precipitating symptoms of respiratory 
failure.* Chlorides as well as fixed base are lost 
due to the vomiting and diuresis. The results 
listed below summarize the disturbed physiology 
occurring in diabetic coma: 

1. Hemo-concentration and dehydration. 

2. Depletion of both fixed base and the 

chlorides of body. 

Lowering of the plasma CO2 combining 
power. 

Shift in the Ph to the acid side. 

Depletion of glycogen stores in the liver 
and the muscles. 

The dehydration and disturbances in intra- 
cellular electrolyte economy may be important 
in causing death, as they affect respiratory cen- 
ters. 

It has long been held that the utilization of 
carbohydrate exerts antiketogenic effect, ‘and 
the primary aim in treatment is to improve the 
oxidation of glucose. 


Etiology of Diabetic Coma 
The factors may be tabulated as follows: 


1. Too much food: 

a. Breaking of diet. 

b. Consumption of body tissues, as in un- 
diagnosed Diabetes Mellitus, fever or 
Hyperthyroidism. 

Too little insulin: 

a. None. 

b. Carelessness, ignorance. 

ce. Discovery of Diabetes with coma. 

Infection : 

a. Upper respiratory infection. 

b. Pneumonia. 

e. Carbuncle. 

d. Acute febrile disease. 

The diabetic must be taught the dangers o! 
overeating or of omitting insulin, especially ir 
ease of illness. So many times the patient wil! 
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say, ‘‘I didn’t eat, so I didn’t take any insulin.”’ 
Just recently I was attending a hospital patient 
with tuberculosis. She had a severe set back 
with hemorrhage from the lung, associated with 
loss of appetite. The hospital chart showed that 
the patient had not received insulin. I asked the 
nurse about it, and she looked unbelievingly at 
me and exclaimed, ‘‘Why she isnt’ eating; we 
were afraid to give insulin!’’ 

Many cases of severe Diabetes are not diag- 
nosed until the patient is in coma. This leads to 
severe complications. This situation can be pre- 
vented by education and early recognition of 
the disease. 

Symptoms and Signs 

There are certain warning signs and some s‘m- 
ple directions in which the patient and immedi- 
ate family can be instructed in order to ward 
off coma. However, these can be vague and 
elusive to the doctor as well as the patient. Any 
of the following symptoms should be investigat- 
ed: headache, anorexia, restlessness, weakness, 
listlessness, nausea, vomiting, drowsiness, pain- 
ful and rapid breathing, or unexplained fever. 
A combination of the above should make one 
alert for coma, and patients should be taught 
the following rules: 


1. Go to bed whenever indisposed. 
Keep warm. 
Call a nurse or some one to wait on you. 
Call a doctor after testing the urine. 
Drink a glass of liquid each hour—tea, 
coffee, broth, diluted orange juice, or oat- 
meal gruel. 
Enema and fluids by rectum. 


Appropriate amount of regular insulin on 
advice of your doctor. 


Symptoms: 

The onset of definite acidosis is attended by 
headache, malaise, nausea, vomiting, abdominal 
pain and generalized pain. It is also associated 
with thirst and polyuria. 

Signs: 

The patient lies in bed, is comatose, and may be 
moaning with pain. The skin is cold, dry and 
mottled ; the face is flushed. The body tempera- 
ture is subnormal; the pulse is rapid and weak; 
the blood pressure is low. The tongue is dry 
and coated and the eyeballs are soft. 
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Laboratory Findings 
Blood sugar: Usually 440 to 550 mg. % 
higher. 
COz: 10 to 15 Vols. %. 
Blood acetone: 100 to 190 mg. per 100 c.c. 
Urine: ++++ sugar, acetone, diacetic acid 

(none in a renal block), showers of casts and 

albumin. 

Hematologic change: high leucocytosis, (15,- 

000 - 50,000). 

Differential Diagnosis 

There are a number of conditions to con- 
sider. The coma of a severe hypoglycemia 
can cause considerable confusion, although ordi- 
narily the difference betweeen the two is quite 
great. If laboratory facilities are available, the 
differentiation is easy ; if not, a concentrated glu- 
cose solution may be given as a trial. The history 
of onset is also very important. 

Other causes of coma to consider are cerebral 
hemorrhage, uremia, meningitis, barbital poison- 
ing, or toxemia of an overwhelming infection. 
Careful history, physical examination and lab- 
oratory work are essential in making a final 
diagnosis. 

Prognosis 

The prognosis depends upon the severity of 
the acidosis, the state and duration of uncon- 
sciousness, the age of the patient, fhe cardiovas- 
cular status and the complications that may 
arise—such as pneumonia. 

An acidosis of short duration, twenty-four 
hours or less, will usually respond rapidly to 
treatment. 
days and culminating in unconsciousness will 
require more diligent treatment and may not 
respond satisfactorily for twenty-four to forty- 
eight hours after treatment has been instituted. 
A state of unconsciousness for twenty-four hours 
or more is very serious and it is usually this type 
of case which may succumb. 


An acidosis persisting for several 


Children respond more readily to treatment 
and recover rapidly, principally because the 
duration of the disease is shorter and there are 
less apt to be complications. However, for the 
child who is poorly controlled, in mild acidosis 
frequently and in coma often, each succeeding 
coma may be a little more difficult to treat suce- 
cessfully. 

Treatment 


In order for the treatment to be successful, it 
must be instituted rapidly and energetically. 
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Hospitalization is to be desired, since adequate 
nursing care, laboratory procedures and special 
medications can be given without difficulty. 

It is a good plan to have a routine program to 
follow for the treatment of coma; although, of 
necessity, the plan must be adjusted to the indi- 
vidual. The following suggestions are given as 
a program that has proved successful : 

1. During the first hour after admission, 
the urine should be examined for sugar, diacetic 
acid, albumin, casts and pyuria. The patient 
should be catheterized if unable to void. 

2. The blood should be tested for sugar and 
carbon dioxide content, obtaining a report with- 
in the hour. The white blood count and non- 
protein nitrogen also are important. 

3. A careful history should be obtained from 
the family to explain the cause of coma. A com- 
plete physical examination should be made to 
determine the state of unconsciousness, type of 
respiration, pulse rate, blood pressure and rectal 
temperature. One should also look for soft eye- 
balls, dry tongue, dilated stomach, cold and mot- 
tled skin, and impacted rectum. 

4. One hundred (100) units of erystalline 
insulin should be given subcutaneously at once 
if the blood sugar exceeds 300 mg. % per 100 
e.ec., and if the blood carbon dioxide content is 
20 Vols. % or less. The dose would be propor- 
tionately less in patients with recent onset of 
Diabetes or in young children. When the blood 
sugar is between 600 and 1,000, two hundred 
(200) extra units should be given; and where it 
is above 1,000, at least 300 units should be given 
in addition. 

5. A gastric lavage with warm water, per- 
formed carefully, should be given to relieve the 
distention and remove undigested food particles. 

6. Two thousand (2,000) ¢.c. of normal sa- 
line should be given intravenously; additional 
amounts can be given depending upon state of 
dehydration. Rapid administration must be 
avoided in older patients. 

7. The patient should be kept warm, but 
burns to skin must be avoided. 

During the second to the sixth hours, the ad- 
ministration of more insulin depends upon the 
severity of the coma, and occasionally it is neces- 
sary to repeat the first hour’s dose in one hour. 
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A repeat blood sugar should be taken at the end 
of three hours and 50 to 200 units of insulin 
given if the blood sugar is rising. As soon as 
the patient is able to tolerate fluids by mouth, 
120 ¢.c. of broth, ginger ale, orange juice, tea 
or coffee should be given every hour. If the 
vomiting recurs, oral fluids should be stopped 
for twelve hours and the stomach lavaged again. 
During this period, an enema should be given to 
cleanse the lower bowel and relieve distention, 
and the urine should be checked for sugar and 
diacetic acid every hour. A record of the twenty- 
four-hour volume should be kept as well. 

From the sixth to the twenty-fourth hour, 
definite signs of improvement should be noted. 
A repeat blood sugar should -be taken and addi- 
tional large doses of insulin should be given if 
the blood sugar continues to rise. If fall in blood 
sugar is satisfactory, insulin may now be given 
according to urine sugar tests every one to four 
hours as follows: (The urine test generally used 
is the qualitative Benedict method, although the 
Clinitest is equally satisfactory. ) 

Urinalysis 
Result 
Units of 
Reg. Insulin 20 16 12 0 0 

On the s2cond day, a diet of soft food may be 
given containing 100 to 150 Gms. carbohydrate, 
Administration 
of protamine zine insulin should instituted, sup- 
plemented by erystalline insulin in small doses 
before meals as indicated by blood sugar and 


Red Orange Yellow Green Blue 


50 Gms. protein, 50 Gms. fat. 


urine tests. 

By the third day the patient should be re- 
turned to a standard diet for age and weight, 
with carbohydrate of 150 to 200 Gms., protein 
of 60 to 100 Gms. and fat of 60 to 120 Gms. 


daily.* 
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THE USE OF CONTINUOUS CAUDAL OR SPINAL ANES- 
THESIA IN THE TREATMENT OF ECLAMPSIA 


R. B. KENNEDY, M. D., Detroit, Mich.; 
LEON FILL, M. D., Detroit, Mich. and 
R. ROBERT BATES, M. D., Tueson, Arizona 


FACT basically recognized by all physi- 

cians is that the etiology of toxemia of 
pregnancy continues as one of the major un- 
solved problems in the fields of research and 
clinical medicine. The formidable significance 
attached to this subject is attested by the fact 
that even the best obstetrical centers through- 
out the country, such as The Margaret Hague 
Maternity report their immediate 
maternal mortality for convulsive eclampsia as 
10 per cent, and their fetal mortality as 33% 
per cent.' Although these statistics are greatly 
reduced from statistics of two decades ago, a 
further reduction in mortality depends princi- 
pally upon the detection of an unequivocally 
proved etiologic mechanism, from whence a spe- 
cific treatment can be developed. 


Hospital, 


As has been so excellently summarized by 
Whitacre, Hingson. and Turner? in 1948, the 
presence of a generalized angiospasm in all tox- 
emia patients, the etiology of which is unde- 
termined, is in all probability one of the pre- 
dominant factors causing the following changes 
in preeclamps‘a and eclampsia: 

(1) Constriction of the arterioles of the ocu- 

lar fundi, 

(2) The fluctuations in blood pressure when 
the cold pressor test is applied,* 

(3) The gradual hypertension of preeclamp- 
sia and the sudden rise in the blood pres- 
sure at the time of convulsions, 

(4) Oliguria and anuria,* 


(5) Intracranial hemorrhrage and cardiac 
td 


failure. 

In coneurrence with this angiospasm theory 
of mechanism it was decided in 1947 at this hos- 
pital to supplement the modified Stroganoff 
treatment of eclamptogenic toxemias with con- 
tinuous caudal or continuous spinal anesthesia. 
The procedure was suggested through personal 
communications with Dr. Frank E. Whitacre 
who had had favorable though unpublished re- 
sults with this method. The continuous caudal 


From the Department of Obstetrics and Gynecology, St. Jos- 
ph’s Mercy Hospital. Detroit, Michigan 


or spinal anesthesia produces a vaso-dilatation in 
the lower portion of the body tending to increase 
the renal output and decreasing the hyperten- 
sion and resulting load on the heart which so 
often leads to pul- 
monary edema, and cardiac failure. 


intracranial hemorrhage, 


Because we feel that our results with this pro- 
cedure are indicative of its value in the treat- 
ment of eclampsia and preeclampsia, we wish to 
report in detail four of the cases which we have 
treated in this manner since 1947. 

CASE REPORTS 

CASE 1. A 25-year-old white primigravida 
whose past history was non-contributory, and 
whose expected date of confinement was Novem- 
ber 18, 1947, had a relatively uneventful pre- 
natal course with the exception of a slight ankle 
edema in the last trimester, and a slight eleva- 
tion of blood pressure (140/90) one week be- 
fore admission. At no time was albuminuria 
present, nor did the patient complain of head- 
aches, photophobia, epigastric distress or other 
symptoms of impending toxemia. 

Upon admission to the hospital at 8 a. m. 
November 14, 1947, the patient had been in 
active labor for six hours. Her membranes were 
intact, contractions were every three to four min- 
utes, the cervix was dilated 6 em., and the vertex 
was presenting at plus 1 station. Temperature 
was 98.0 F., pulse 74, respiration 18, blood pres- 
sure 120/80, and the general physical examina- 
tion was satisfactory with the exception of a mild 
pedal and ankle edema. Labor proceeded in a 
normal manner, and at 3:46 p. m., under a 
terminal spinal anesthesia of 50 mgm. novacain 
the patient delivered a normal baby boy by epi- 
siotomy and low forceps. Shortly before deliv- 
ery the blood pressure ascended to 150/90, but 
at the time of delivery it was 138/100. Obstetri- 
eal pitocin % e¢.c. was given intramuscularly 
after the baby, and ergotrate, gr. 1/320, was 
given intravenously after the placenta. At 4 
p. m., during episiotomy repair, the blood pres- 
sure rose to 170/90, and the patient developed 
generalized convulsions and slight cyanosis, 
which lasted two and one-half minutes, and 
which presumably was relieved by 0.4 Gm. of 
sodium pentothal intravenously. The blood pres- 
sure immediately dropped, and at the time of 
leaving the delivery room at 4:25 p. m. was 
138/78. 
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One-half hour later the patient complained 
of a severe headache, was restless, her blood 
pressure was found to be 180/100, and ophthal- 
moscopic examination revealed flare hemorrhag- 
es. Since these symptoms precede further post- 
partum convulsions, continuous caudal anes- 
thesia supplemented by sedation and hydration 
was decided upon as the therapeutic procedure 
of choice. Before the caudal equipment could 
be set up the patient had another convulsion, 
which was aborted by intravenous sodium any- 
tal, and at 6:05 p. m. a continuous caudal was 
instituted using 1.5 per cent solution of mety- 
eaine. One hour after the initial injection the 
blood pressure had-dropped to 100/70. By 8:40 
p. m. the total urinary output since delivery had 
been 165 ¢.c., analysis of which showed 3 plus 
albuminuria, 1 plus acetonuria. At this time the 
blood pressure was 130/90, and the patient ex- 
perienced a third convulsive seisure, which was 
controlled by 25 ¢.c. of metyeaine through the 
eaudal needle. 


During the next five hours the patient voided 
an additional 960 ¢.c. of urine, rested quietly, 
and the albuminuria had progressively decreased 
to a trace on hourly specimens while the aceto- 
nuria had disappeared. During this time the 
blood pressure on several occasions became ele- 
vated as the metyecaine effect waned, but re- 
peated injections promptly caused it to drop, 
and the level of blood pressure could easily be 
regulated by varying the dosage of metycaine. 
In an attempt to keep the blood pressure fluctu- 
ations at a minimum, pontocaine was now sub- 
stituted for metycaine as the anesthetic agent. 
Approximatetly thirteen hours after delivery, 
since the blood pressure was well stabilized at 
120/8 Oto 130/90, and since the total urinary 
output since delivery was 1800 ¢.c., analysis of 
which showed no albumin or acetone, the caudal 
needle was removed (a total of 1125 mg. of mety- 
caine having been given) and therapy continued 
on sedation and hydration. During the next 
forty-eight hours the blood pressure ranged be- 
tween 98/60 and 144/90, and during the first 
twenty-four hours of this forty-eight-hour 
period, the urinary output was 2540 c.c., while 
during the second twenty-four hours the output 
was 5600 e.c. 

Laboratory studies on this patient, including 
blood urea nitrogen and nonprotein nitrogen de- 
termination, were withihn normal limits with the 
exception of a mild secondary anemia. Her hos- 


pital course was otherwise uneventful, and she - 


was discharged with the baby on her ninth post- 
partum day in a greatly improved condition, and 
with a blood pressure which had remained fairly 
well stabilized around 112/80. When admitted 
to this hospital one year later for minor surgery, 
her blood pressure and urinalysis were normal. 
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CASE 2. A 30-year-old white gravida II ex- 
pected the date of her confinement on May 29, 
1948. The past history was negative and she 
had had a normal prenatal course until the 
morning of admission when she noticed increas- 
ingly severe headaches, vertigo, and photophobia. 
Examination at her physician’s office revealed 
a blood pressure of 210/150 and 4 plus albumin- 
uria. Although she was instructed to proceed 
immediately to the hospital, she preferred to re- 
turn home where she experienced three general- 
ized convulsions before she entered the hospital 
at 10 p. m. February 18, 1948. 

At this time her temperature was 99.4 F., 
pulse 90, respirations 18, and blood pressure 
170/110. She appeared acutely ill, was semi- 
comatose and irrational; her skin was pale and 
moist; severe dependent, sacral, and flank ed- 
ema were present. Ophthalmoscopic examina- 
tion revealed definite arteriolar spasm. The 
fundus was at the umbilicus, vertex presenting 
but not engaged; the cervix was long and firm 
with no dilatation; fetal heart tones were 150 
per minute. 

Shortly after admission the patient had two 
more convulsive seizures, each of several minutes 
duration. For the first twelve hours after ad- 
mission she was placed on conservative treatment 
of rest, fluids, sedation, and analgesia, which 
regimen produced no clinical improvement, and 
the urinary output was only 42 5c.c. Therefore, 
twelve hours after admission, a continuous 
caudal anesthesia was begun, but despite ade- 
quate anesthesia to any desired level by varying 
dosages of metycaine, the blood pressure re- 
mained constantly around 170/110. After nine 
hours of caudal anesthesia (325 mg. of mety- 
caine having been given), the patient appeared 
less restless and her sensorium had cleared. 
However, because of the persistent hypertension 
and because no effective diuresis could be estab- 
lished and albuminuria continued at 4 plus, the 
caudal needle was removed and the patient was 
given a continuous spinal anesthetic by the 
Touhy catheter technic.® Twelve hours after the 
spinal was instituted the albuminuria decreased 
to 2 plus and remained that or below until dis- 
charge, and, although the total urinary output 
the first twenty-four hours was only 460 e¢.c., 
the output the second twenty-four hours was 
2700 ¢.c., and for the twenty-four-hour periods 
thereafter varied between 1025 and 1900 c.c. 
The hypertension, however, failed to respond 
significantly at any time while under either con 
tinuous caudal or spinal anesthesia, indicating a 
pre-existing essential hypertension. 

Fifty-seven hours after institution of the con 
tinuous spinal the patient was improved—effect 
ive diuresis had been established, albuminuria 
had disappeared, edema was definitely lessened- 
the spinal catheter was removed (a total of 25° 
mg. of metycaine had been given), and she was 
maintained on medical management. 
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During this time the patient had had irregu- 
lar uterine contractions which had dilated the 
cervix to 2 em. Inasmuch as she had two and 
one-half months gestation remaining, and be- 
cause eclamptic attacks frequently recur, it 
was decided to induce labor in an attempt to pre- 
vent a future maternal mortality. Therefore, 
after routine medical induction, and after rup- 
turing and stripping the membranes, she went 
into active labor, delivering six hours later a 
premature infant which expired shortly after 
birth. 


Routine laboratory tests on this patient were 
negative with the exception of a mild secondary 
anemia. Consultation by an ophthalmologist on 
her second postpartum day revealed slight ret- 
inal edema of the right eye with old petechial 
hemorrhages. Her immediate postpartum course 
was uneventful and she was discharged on her 
eighth postpartum day with a negative urinaly- 
sis, blood pressure of 140/100, slight visual dis- 
turbances in the right eye, but otherwise in a 
normal state of health. 


CASE 3. A 27-year-old primigravida, ex- 
pected the date of her confinement to be March 
22, 1949. She had had a negative past history 
and a non-contributory prenatal course with the 
exception of mild dependent edema for several 
weeks prior to delivery. At the time of admission 
to the hospital on March 17, 1949, she had been 
in active labor for eleven hours, and had noted 
no unusual symptoms. Her temperature was 
98.8 F., pulse 80, respirations 20, blood pressure 
158/100. She was experiencing contractions ev- 
ery eight minutes, appeared restless, pale, and 
acutely ill, and there was moderate pitting ankle 
and pedal edema. Examination of the abdomen 
revealed a term pregnancy, vertex presentation 
with good fetal heart tones; a rectal examina- 
tion showed the cervix to be 1 to 2 em. dilated 
with the presenting part at a minus 2 station. 
Immediate urinalysis revealed 4 plus albumin- 
uria with numerous red and white blood cells. 


It was agreed that the patient might be suec- 
cessfully managed on sedative and hydration 
therapy, which was instituted. However, seven 
hours after admission the blood pressure had 
risen to 210/114, and the patient had a moder- 
ately severe, generalized convulsive seizure 
lasting four minutes. A continuous spinal anes- 
thesia was started immediately, using 1.5 per 
cent metycaine solution (at this time the patient 
was having regular contractions every two min- 
utes and was 6 to 7 em. dilatetd). Shortly after 
onset of anesthesia the blood pressure dropped 
to 190/100, and the patient went rapidly and 
uneventfully on to complete dilatation. About 
two hours after administering the anesthesia she 
delivered a normal living infant by means of 
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low forceps and episiotomy. Three minutes after 
delivery, although the blood pressure had 
dropped to 130/85, she experienced another gen- 
eralized convulsion of two minutes duration, 
which was easily controlled by additional mety- 
caine, the blood pressure falling to 90/60. 


The possibility of postpartum convulsions 
seemed imminent because of the occasional fail- 
ure of the blood pressure to respond to repeated 
injections of metycaine and because of the per- 
sistence of the patient’s severe headaches; con- 
sequently, the spinal catheter was left in place 
until the fourth postpartum day and the patient 
received repeated injections of metycaine. The 
first twelve hours after delivery the urinary out- 
putp was 137 5c.c., albuminuria had decreased 
to 1 plus, and the blood pressure averaged 
130/90. On the first postpartum day there was 
a marked diuresis, the total urinary output ex- 
ceeding 5000 ¢.c., and the output the next five 
postpartum days averaged 2400 ¢.c. per day. 

Laboratory examination, with the exception of 
a slightly elevated blood urea nitrogen, which 
three days later returned to normal, was essen- 
tially normal. In addition to intravenous fluids, 
sedation, parenteral vitamins, magnesium sul- 
fate and narecoties for headaches, she was also 
given prophylactic penicillin, methionine, 500 
c.c. of whole blood, intravenous amino acids, and 
a high-protein, salt-free diet. Her clinical eondi- 
tion improved steadily, and at the time of dis- 
charge with the baby on her ninth postpartum 
day, there was no edema, urirne was negative 
except for 1 plus albuminuria, and the blood 
pressure became fairly well stabilized at 130/98. 


CASE 4. A 23-year-old white primigravida 
whose expected date cf oonfinement was April 
22, 1949, had a normal prenatal course with the 
exception of a rising blood pressure and moder- 
ate transient dependent edema which had been 
present during the last month of pregnancy. 


At the time of admission to the hospital in 
active labor at 8 a. m. April 16, 1949 she stated 
that she had had frequent headaches for the 
past few days, associated with some photophobia 
and epigastri¢ distress. Her temperature on ad- 
mission was 98.6 F., plus 80, blood pressure 
168/108. Strong uterine contractions oceurred 
every five minutes, and there was mild general- 
ized and dependent edema in addition to a 1 plus 
proteinuria. Examination of the abdomen re- 
vealed a term pregnancy, vertex presentation, 
normal fetal heart tones, and upon rectal exam- 
ination the presenting part was at a minus 1 
station with the cervix completely effaced but 
not dilated. The-patient was to be treated con- 
servatively until the cervix began to dilate and 
the head to descend, whereupon a continuous 
spinal was to be instituted if the status of the 
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preeclampsia remained the same or became in- 
tensified. 

Eight hours later, when the cervix was 5 to 6 
em. dilated, and the blood pressure was 156/122, 
it was considered advisable to begin the regional 
block, but inasmuch as the only trained resident- 
anesthetist was occupied elsewhere, it was neces- 
sary to continue the patient on the conservative 
regimen already in progress. Two hours later, 
when the b!ood pressure was 130/100, a terminal 
spinal anesthetic was given and the patient de- 
livered a normal baby girl by means of episi- 
otomy and low foreeps. 

Four hours after delivery she became coma- 
tose, had severe genvralized convulsions, and was 
severely cyanotic. After resuscitative measures, 
her blood pressure was found to be 170/110, 
whereupon a continuous spinal anesthesia was 
begun immediately, and after the initial injec- 
tion of 2 ¢.c. of 1.5 per cent metycaine solution 
the blood pressure dropped to 110/60. Thereaf- 
ter, frequently repeated injections of % to 2 ¢.c. 
of metyeaine kept the segmental level of cuta- 
neous analgesia at thoracic six to eight, and also 
maintained the blood pressure around 130/90, 
as well as relieving the persistent headaches. The 
urinary output in the first twelve hours after 
delivery was only 75 ¢.c., but for the twenty-four 
hours following increased to 2200 ¢.c., and for 
the succeeding twenty-four hour periods aver- 
aged 1500 to 2000 c.c. 


Fifty hours after anesthesia was instituted the 
spinal catheter appeared to be plugged, but di- 
uresis had been effectively established and main- 
tained; moreover, when the metycaine dosage 
waned the blood pressure was down to 152/100. 
The catheter was therefore removed (total dos- 


age having been 622.5 mg.). In the event that 
oliguria or increased hypertension developed the 
anesthesia was to be reinstituted. However, dur- 
ing the next few days diuresis contuined, the 
blood averaged lower, and proteinuria decreased 
from 4 plus on the first postpartum day to nega- 
tive on the second day. 

Because of financial considerations the pa- 
tient’s laboratory examination and hospital stay 
were minimized, and she was discharged with 
the baby on her fifth postpartum day. By this 
time the headaches and edema had disappeared, 
the blood pressure was 140/100, and urinalysis 
showed 1 plus albuminuria and hematuria. 

DISCUSSION 

We have noticed on many occasions that in- 
travenous ergotrate administered to the patient 
under spinal anesthesia has produced a consid- 
erable elevation of blood pressure, and therefore 
it, as well as pituitary oxytocie preparations, 
might be omitted in these cases as a prophylac- 
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tic measure. With cases under continuous spinal 
anesthesia for long periods of time Dr. Whitacre 
has suggested that the type of anesthetic agent 
be changed from time to time; i.e. from mety- 
caine to pontocaine to procaine or vice verse. He 
also advocates that the anesthesia be discontinued 
intermittently in the event that the patient re- 
mains under control for some hours until the 
blood pressure begins to elevate again or other 
untoward symptoms appear. We believe that a 
catheter should always be used in the spinal 
canal in preference to a needle, and that its end 
should always be directed upward. If the cath- 
eter is inadvertently directed downward no an- 
esthesia, or a transitory type of ‘‘saddle block’’ 
anesthesia will ensue. It has been observed that 
when the catheter is left in the spinal canal for 
long periods of time that occasionally the tip of 
the catheter will become blocked by impinge- 
ment against the meninges. In such cases it be- 
comes necessary to either withdraw the catheter 
several millimeters and/or inject the anes- 
thetic material with increased pressure from the 
syringe. Also, we have found in several instanc- 
es where the level of anesthesia was not high 
enough to produce anesthesia to above the 
renal area, that by placing the patient in a 
slight Trendelenberg position with the head 
acutely flexed during forceful injection of the 
solution, a satisfactory level could be attained. 
When the anesthetic level is to or above the 
eighth thoracic level the kidneys and adrenals 
are denervated, and a bloodless phlebotomy of 
the lower two-thirds of the body is produced by 
a vasomotor relaxation. 
SUMMARY 

We have presented the case histories of four 
patients with eclamptogenic toxemia of preg- 
nancy who were treated with continuous caudal 
and/or continuous spinal anesthesia supplement- 
ed by routine conservative medical management. 
Of the four patients, all were under 30 years of 
age, three were primiparas and one a multipara. 
In two of the eases the convulsive seizures oc- 
eurred before delivery while in the other two 
they occurred during the immediate postpartum 


_period. One patient was treated by continuous 


caudal, one by continuous caudal later replaced 
by continuous spinal, and two by continuous 
spinal anesthesia. The minimal length of time 
a patient was kept under continuous anesthesia 
was thirteen hours, while the longest adminis- 
tration continued for ninety-six hours. Mety- 
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caine was the anesthetic agent used in all cases 
except one where pontocaine was employed for 
a short time. The minimal caudal dose was 1125 
mg., the maximum 3525 mg. ; the minimal dosage 
under continuous spinal was 622.5 mg., the maxi- 
mum 3810 mg. 


Two cases responded with pronounced diuresis 
and a definite lowering of proteinuria within 
twelve hours after institution of therapy, while 
in the other two cases improvement was not defi- 
nitely assured until twenty-four to thirty-six 
hours later. Three cases showed a definite de- 
erease in hypertension during therapy, while 
only one case failed to show the drop in blood 
pressure shown by the others. Two patients were 
discharged with blood pressures slightly execeed- 
ing the arbitrary standards of 140/90. 


In addition we have treated a considerable 
number of preeclamptics, as well as many cases 
of hypertensive cardiovascular disease in preg- 
naney with equal success. 

We have not presented this paper with the 
idea in mind of this treatment being of definite 
curative value in all cases of ecclampsia, but at 
least in our limited experience we humbly be- 
lieve that it is the best treatment available at 
the present time. 


Furthermore, we sincerely hope that this work 
will stimulate additional research and clinical 
surveys so that its potential value may be justly 
evaluated on a large statistical basis. In con- 
clusion, we wish to warn, however, that this type 
of anesthesia is a powerful but dangerous thera- 
peutic measure and should be only by 
physicians who are thoroughly trained in its 
administration. 


used 


We wish to express our indebtedness and ap- 
preciation to Drs. John P. Hubbard, C. H. Ku- 
laski, J. B. Kass, and Andrew A. Fulgenzi for 
their cooperation in permitting us to use their 
patients in this study, and to Dr. John E. Bur- 
nett for his active role in the treatment of the 
first two patients. 


REFERENCES 

1. Chesley, L. C.; Somers, W. H., and Vann, F. H.: American 
Journal of Obstetrics and Gynecology 56: 409, 1948. 

2. Whitacre, F. E.; iHngson, R. A.. and Turner, A. B: South- 
ern Medical Journal 41: 920, 1948. 

3. Odell, L. D., and Aragon, G. T.: American Journal of Ob- 
stetrics and Gynecology 54: 867, 1947. 

4. Jost, H.: American Journal of Medical Science 226: 57, 
1948. 


5. Tuohy. E. B.: Anesthesiology 5: 142, 1948. 











ARIZONA MEDICINE 


Journal of 
ARIZONA MEDICAL ASSOCIATION 





August, 1950 





EDITORIAL BOARD 


Frank J. Milloy, M. D.__. Editor-in-Chief, Phoenix 
Haroid W. Kohl, M. D.__. Assistant Editor. Tucson 


ASSOCIATE EDITORS 


Leslie B. Smith, M. D._ dichanennaniahanitnganaaneaee 
R. Lee Foster, M. D.. a —————slt 
Wm. H. Cleveland, M. D. seston Phoenix 
Arie C. Van Ravenswaay, M. nae Tucson 
H. D. Cogswell, M. D. anne Tucson 
W. H. Oatway, Jr., M. ‘D. __...- Tucson 
Louis G. Jekel, M. D._ Phoenix 
COMMITTEE ON EDITING AND PUBLISHING 


Walter Brazie, M. D.___ ouneweehie 
he. UE Oe See 
OS ER 


saniwion Kingman 
—__...--FPhoenixz 
Safford 





ADVERTISING AND SUBSCRIPTION OFFICES 


J. N. McMEEKIN, Business Manager, 401 Heard Building 
Phoenix, Arizona 


Eastern Representative 
Cooperative Medical Advertising Bureau 
535 N. Dearborn St., Chicago 


Se 


Editorials 

















1950 Annual Meeting of the 


American Medical Association 


San Francisco, California 


Your Executive Secretary was privileged to 
attend the 1950 annual meeting of the American 
Medical Association held in San Francisco, Cali- 
fornia, June 26 through 30, 1950, with Head- 
quarters in the historic Palace Hotel. 

On Sunday morning, June 25, 1950, in com- 
pany with Dr. Frank J. Milloy, Secretary; Dr. 
Robert S. Flinn, Councilor-at-Large; and Dr. 
Jesse D. Hamer, Delegate to the A.M.A., I at- 
tended the Seventh National (Grass Roots) Con- 
ference of the County Medical Society officers 
in the Gold Room of the Palace Hotel. 

The meeting was called to order by A. M. 
Mitchell, M. D., Chairman, Terre Haute, Indi- 
ana; Gunnar Gundersen, M. D., member of the 
Board of Trustees of A.M.A., LaCrosse, Wis- 
consin, delivering the address of welcome. 
Worthy of note was a ‘‘ TRUE and FALSE Ques- 
tionnaire’? on socialized medicine entitled: 
‘*What Do You Know for Sure?’’ distributed 
to each one in attendance, with the first twenty 
minutes allowed for answering. This quiz was 
conducted by L. Fernald Foster, M. D., Seere- 
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tary of the Michigan State Medical Society, Bay 
City, Michigan. While we will not discuss the 
results, you may rest assured your representa- 
tives fared very well with others in attendance 
and needless to say, this period of the program 
was both informative and instructive. 

Three panel discussions were presented: (1) 
How to Organize a Community Health Council, 
Fred A. Humphrey, M. D., Fort Collins, Colo- 
rado, and Blair Holeomb, M. D. of Portland, 
Oregon, participating, the former taking the 
Affirmative viewpoint and the latter the Nega- 
tive; (2) Providing special benefits through 
County Medical Society membership, Mr. Joseph 
Donovan, Executive Secretary of the Santa 
Clara County Medical Society, San Jose, Cali- 
fornia; and (3) How to set up a County Medical 
Society record system, Mr. Frederick W. Fag- 
ler, Executive Secretary of the Alleghany Coun- 
ty Medical Society, Pittsburgh, Pennsylvania. 

In the afternoon at this same location was 
held the Sixth Annual Meeting of the Confer- 
ence of Presidents and other Officers of State 
Medical Societies. The meeting was called to 
order at 1:30 P. M., Clarence E. Northeutt, 
M. D., of Ponea City, Oklahoma, President, pre- 


siding. The first order of business included the 
reports of Executive 
Committees and the Secretary-Treasurer, John 
Farrell, M. D.; presentation of resolutions; ap- 
pointment of Committees; and announcements. 


presentation of annual 


Julian P. Priee, M. D. of Florence, South 
Carolina, President-Elect and editor of the 
Journal of the South Carolina Medical Associ- 
ation, addressed the gathering on the subject: 
‘*Medicine’s Greatest Gift.’’ This address was 
followed by one delivered by A. Grant Clarke of 
New York City, President of the Medical Ex- 
hibitors Association, Ine. on the subject: ‘‘The 
Exhibitor’s View of the Medical Convention.’’ 
Harry Becker of Detroit, Michigan, Director of 
the Social Security Department, United Auto- 
mobile-Aireraft-Agricultural Implement Work- 
ers of America CIO, spoke on ‘‘ Labor Looks at 
the Problem of Prepaid Medical Care.’’ His re- 
marks were most controversial and a lively dis- 


cussion resulted during the Question and An- | 


swer period from the floor. The Profession ad- 
mirably rose to the defense of ‘‘The American 
Way’’ and challenged many of the inaccuracies 
and misstatements made representing the labor 
viewpoint. 

L. ©. Selusher of Jefferson City, Missouri, 
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President of the Missouri Farm Bureau Federa- 
tion, member of the Board, and Chairman, Rural 
Health Committee, American Farm Bureau Fed- 
eration, spoke on the topic: ‘‘ Better Health for 
Rural People—How to Get It.’’ Baird H. Mark- 
ham of New York City, Director of the Ameri- 
can Petroleum Industries Committee of the 
American Petroleum Institute gave an inspiring 
talk on ‘‘American Democracy on Trial’’ and 
sparked for the defense spirited debate from 
the floor. The meeting was concluded following 
receipt of reports from the Reference Commit- 
tee, Election of Officers and Executive Com- 
mittee members, and the Presentation of Awards. 


HOUSE OF DELEGATES 

On. Monday morning, June 25, 1950, at 9 
o'clock, I attended my first meeting of the House 
of Delegates of the A.M.A., whose membership 
comprises a total of 198, in the Palace Hotel, 
followed by an afternoon’s session. These two 
meetings were devoted primarily to the receipt 
of resolutions and appointment of Reference 
Committees to consider proposals presented by 
constituent bodies throughout the Nation. I was 
particularly impressed with the seriousness of 
this body’s deliberations and the orderly pro- 
cessing of its important and diversified business. 
In one day alone over 70 pieces of business were 
transacted. The proceedings were well disci- 
plined and the Speaker of the House, Dr. F. F. 
Borzell of Philadelphia, exhibited in masterly 
fashion, time and again, his familiarity with 
good parliamentary procedure and ability to 
cope with all situations arising. These sessions 
continued on Tuesday morning followed by the 
historic inauguration of the President Tuesday 
evening, with another full session Wednesday 
morning and afternoon. On Thursday afternoon 
the House reconvened for the election of officers 
and coneluded its business. While I will not at- 
tempt to present a digest of the proceedings, all 
of which will be contained in an official report 
of the A.M.A. to be issued at a later date, I be- 
lieve it is worthy of mention that the most con- 
troversial issue presented in my opinion was the 
report of the Reference Committee and subse- 
quent adoption of a modified report of the Com- 
mittee on Hospitals and the Practice of Medicine 
which denounces systems whereby hospitals hire 
salaried physicians for medical care and bills 
the patients for this care. 

In the capacity filled to overflowing Gold Ball! 
Room of the Palace Hotel on the evening of 
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June 27, 1950, at 6 o’clock (Pacific Coast Day- 
light Savings Time), broadcast Coast-to-Coast 
over two radio networks (ABC and MUTUAL), 
Elmer L. Henderson, M. D., of Louisville, Ken- 
tucky, new President of the A.M.A., truly stated 
is his opening remarks when he said: ‘‘In the 
annals of American medicine, this is an historic 
oceasion.’’ I shall never forget this momentous 
occasion. Flanked by Officers of the A.M.A. at 
an open meeting before its House of Delegates, 
Dr. Henderson took his oath of office and de- 
livered his stirring inaugural address heard by 
millions of the American people. His complete 
address or excerpts therefrom will be published 
elsewhere in this Journal or possibly at a later 
date. 


The San Francisco meeting was considered one 
of the most successful in the history of the Amer- 
iean Medical Association. In excess of 20,000 
persons were registered, of which more than 
10,000 were physicians. 

Just a word about the technical exhibits in 
excess of 300, and scientific exhibits approxi- 
mating 150. Filling three floors of the Munici- 
pal Auditorium covering more than 100,000 
square feet, they depict the great achievements 
of medical progress. The Scientific Sessions 
were likewise well attended, papers of National 
and International significance in excess of 300 
being presented. They contributed much toward 
the success of the Ninety-ninth Annual Session 
(the one hundred third year) of the American 
Medical Association. 


The 1951 annual meeting will be held in At- 
lantie City, New Jersey; the 1952 meeting in 
Chieago, Illinois, and the House of Delegates 
chose New York City, New York, as the location 
for its 1953 annual meeting. 


Respectfully submitted, 


Robert Carpenter, 
Executive Secretary. 
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PHOENIX CLINICAL CLUB 





The Case History in this discussion is 
selected from the Case Records of the Mas- 
sachusetts General Hospital, and reprinted 
from the New England Journal of Medicine. 
The discussant under Differential Diagnosis 
is a member of the staff of the Massachus- 
etts General Hospital. The other discussants 
are members of the Phoenix Clinical Club. 











Massachusetts General Hospital 
Case Report No. 31342 

A forty-three-year-old longshoreman was ad- 
mitted to the hospital because of shortness of 
breath. 

He was well until six weeks before entry, 
when he first began to note shortness of breath 
and weakness of the back and legs on climbing 
stairs and ladders. At about the same time 
he began to have a dry cough, especially after 
exertion. He was told that he had bronchitis 
and was treated with medicines, which afforded 
no relief. He had had slight hemoptysis on two 
occasions. Three weeks before entry he became 
sleepless and orthopneic, requiring three pillows. 
He had frequent night sweats. A week later he 
noted pain in his knees and thighs, but no swell- 
ing or redness. He also experienced a mild low 
substernal pain. The dyspnea and weakness 
had progressed to such a degree that, at the time 
of admission, he could not dress himself. During 
the six-week period of illness he had lost 15 
pounds; he had had to quit his job two weeks 
after the onset of his illness. 

At the age of four he had scarlet fever. He 
had not had rheumatic fever or any other severe 
illness. Four years before his present illness he 
had submitted to an Army physical examination 
and had been found to be in excellent health. 

Physical examination revealed a slightly pale 
man with rapid, shallow labored breathing and 
limited chest expansion. The tongue was dry 
and red. There was no clubbing of fingers or 
toes. The neck veins were large but not pulsat- 
ing. Fine moist rales were heard all over the 
chest, anteriorly and posteriorly. No murmurs 
were heard. The heart was not enlarged. The 
aortic second sound was equal to the pulmonic. 
The abdomen showed some voluntary spasm, and 
the abdominal wall was ‘‘sore’’ from much 
coughing. Rectal examination revealed a normal 
prostate. Neurologic examinations were negative. 

The temperature was 99°F., the pulse 100 and 
regular, and the respirations 28. The blood pres- 
sure was 118 systolic, 75 diastolic. 

Examination of the blood showed a red-cell 
count of 6,100,000 with 17.0 gm. of hemoglobin. 
The white-cell count was 9700, with 54 per cent 
neutrophils, 12 per cent lymphocytes, 27 per cent 
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eosinophils, 6 per cent monocytes and 1 per cent 
basophils. The red cells and platelets appeared 
normal. The urine specific gravity was 1.030, 
and the p® 5.2. The sediment contained 3 red 
cells and 1 to 3 white cells per high-power field, 
with an occasional hyaline or granular case. A 
stool was formed, dark and guaiac negative. Ke- 
peated smears of the sputum showed no tuber- 
cle bacilli. The serum nonprotein nitrogen was 
37 mg. per 100 ¢.c., the calcium 9.0 mg., the 
phosphorus 3.0 mg., and the cholesterol 205 mg. 
The protein was 4.98 gm. per 100 ¢.c. with an 
albumin-globulin ratio of 1.8. The alkaline phos- 
phatase was 16.6 units per 100 ¢.c. and the acid 
phosphatase 3.3 units. A cephalin flocculation 
test was negative “in forty-eight hours. The 
carbon dioxide and chloride levels were normal. 
The blood Hinton test was negative. An electro- 
cardiogram on the first day showed a normal 
rhythm. of 100, a PR interval of 0.17 second, 
and a flat and diphasie Tz, and inverted Ts, a 
deep S2 and inverted T waves in CF2, CIs and 
CFs. At the same time an x-ray film of the chest 
showed extensive density of a rather unusual 
pattern in both upper lung fields and in the cen- 
tral portions of the left lower lung field. The 
heart did not appear enlarged. The left dia- 
phragm was slightly elevated, and there was mild 
scoliosis of the thoracic spine. 

On the third day marked variation of pulse 
and heart rate and sounds were noted on expira- 
tion. The pulse slowed and weakened during in- 
spiration. A diastolic gallop at the apex and an 
inconstant diastolic scratchy murmur over the 
pulmonic area were heard. The respiratory rate 
rose to 40 for twenty-four hours on the third day, 
then returned to the former rate of approximate- 
ly 30. Sputum cultures for streptococci, pneu- 
mococei and fungi were negative. The venous 
pressure and circulation time were normal. Re- 
peated tuberculin and trichinella skin tests were 
negative. Re-examination of the chest fluro- 
scopically and additional films on the fourth day 
showed no appreciable change in the extensive 
increased density that involved both lung fields. 
Further x-ray studies one week after admission 
showed a normal intravenous pyelogram. A film 
of the abdomen showed no soft-tissue masses and 
a normal-sized liver and spleen. Throughout the 
bones of the pelvis there were scattered nodules 
of increased density. A gastrointestinal series 
with the patient in the horizontal position 
showed the esophagus to be normal. The mucosal 
folds of the stomach were greatly swollen. An 
area of rigidity was seen just below the cardia 
on the lesser curvature for a length of 8 to 10 
em. On the spot films there seemed to be a shelf 
at the upper and lower edges of this lesion. A 
iraham test faintly outlined a normal-appearing 
gall bladder. 


On the eighth day the patient spat up 10 c.e. 
of blood, which he stated came from his nose. A 


: of breath 
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gastric analysis after histamine showed 9.9 units 
of free acid and 17.5 units of tatal acid. The 
sediment contained numerous polymorphonu- 
clear leukocytes and was negative for tubercie 
bacilli. Repeated stool examinations showed three 
plus guaiae tests. The hemoglobin was unchang- 
ed. Successive differential counts showed the 
eosinophils to vary from 9 to 24 per cent. 

The patient became progressively weaker and 
more dyspneic. During the third week the tem- 
perature rose slowly to 101°F., the pulse to 120, 
and the respirations between 40 and 50. The 
urine and blood were unchanged. The peripheral 
lymph nodes were thought to be enlarged. Res- 
piration became more labored, and without a 
terminal episode, the patient expired on the 
twenty-second hospital day. 

DISCUSSION 
Dr. Robert 8. Flinn: 

This is the story of a 43-year-old man who 
was ill for only six weeks prior to entry because 
of shortness of breath; weakness and loss of 
weight. On admission he had rapid shallow 
respirations and most of his symptoms seemed 
to be related to his respiratory system. He had 
a relative polycythemia of 6,100,000 with rela- 
tively normal white count except for the pres- 
ence of 27 per cent eosinophils which varied in 
successive count from 9 to 24 per cent. His 
alkaline phosphatase was 16.6 units but other- 
wise his chemical examinations were 
not remarkable. Electrocardiographie tracing 
showed T Wave changes in Leads II, III and 
in the chest Leads, consistent with coronary 
X-rays of his 


blood 


artery disease or pericarditis. 
chest showed extensive density of a rather un- 
usual pattern in both upper lung fields and in 
the central portions of the left lower lung field. 
The heart did not appear to be enlarged. The 
examination of the chest showed no appreciable 


change in the extensive increased densities 
that involved both lung fields. X-ray of the 
pelvis showed seattered nodules and increased 
densities. X-ray examination of the stomach 
showed a rigidity below the cardia on the lesser 
curvature for a length of 8 to 10 em. 

During the 21 days the patient remained in 
the hospital, he became weaker and more short 
and one assumes that most of the 
symptoms were referable to his respiratory 
symptoms. 

In considering a differential diagnosis, one 
must mention the various infections of the lung 
and here we must assume that the patient did 
not have pulmonary tuberculosis; lung abscess 
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or fungus disease. If you or I could have seen 
the x-ray plates, we might not have been so 
vague in our description. At any rate one must 
assume that this was not the typical picture of 
a metatastic carcinoma. 

The presence of the eosinophilia is rather in- 
teresting and raises the question as to the possi- 
bility of an aleukemic leukemia; a lupus ery- 
thematosus ; or a periarteritis. I see no evidence 
on which to make such a diagnosis, although 
periarteritis nodosus with involvement of stom- 
ach, heart, lungs is an attractive possibility. One 
also, I suppose, must consider the possibility of 
Hodgkin’s disease and even Paget’s disease. 

If one attempts to make one diagnosis fit the 
entire picture, one must explain the changes in 
the stomach, in the bone, in the chest on the same 
basis. I can think of only one condition which 
might account for all these various manifesta- 
tions and that, of course, is carcinoma of the 
stomach. This diagnosis is. perfectly tenable in 
spite of the fact that the gastric analysis showed 
9.9 units of free hydrochloric and 17.5 units of 
total assets, since, according to prevailing text- 
books, free acid is present in the gastric content 
in about 40 per cent of cases, and after the in- 
jection of histamine, subcutaneously, may be 
found in rather high coneentration—75 to 100 
clinical units. Although bone metastases from 
carcinoma of the gastrointestinal tract are rela- 
tively uncommon, I am forced to explain the 
whole picture of the basis of carcinoma of the 
stomach. 

Dr. Clarence B. Warrenburg: 

The 43-year-old longshoreman who is our pa- 
tient for today, was well until six weeks before 
admittance to the hospital. He was admitted be- 
cause of shortness of breath. The rather com- 
plete clinieal picture, along with the x-ray and 
laboratory findings that are reported on the 
first page of the protocol, makes one think of 
a number of diseases that this patient might 
have had. But on the second page there is re- 
corded a finding that gives us a lead as to the 
diagnosis in this case. I am referring to the 
G. I. series report which states that an area of 
rigidity is seen in the stomach just below the 
cardia on the lesser curvature. This lesion is 
described as 8 to 10 em. in length and there 
seemed to be a shelf at its upper and lower edges. 

This lesion is undoubtedly a carcinoma of the 
stomach, until proven otherwise. The protocol 
does not give us the advantage of a gastroscopic 
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examination. A flat plate of the abdomen shows 
no abnormalities except in this x-ray film there 
are revealed scattered nodules of increased 
density throughout the bones of the pelvis. An 
x-ray film of the chest showed extensive density 
of a rather unusual pattern in both upper lung 
fields and in the central portions of the left lower 
lung field. 

No tuberele bacilli could be found on repeated 
tests of the sputum. The heart seemed normal 
except for a rapid rate. The liver, gall bladder 
and spleen were apparently normal. The blood 
Hinton test was negative and the neurological 
examination was negative. 

The whole picture, with a few disconcerting 
exceptions, is compatible with the diagnosis of 
cancer of the stomach with extensive lymphatic 
and hematogenous metastasis to the lungs. 

Those exceptions are: 

1. There is no mention in this history of even 
a mild gastric distress. 

2. The gastric analysis reveals free and total 
acid. 

3. No anemia is present. 

4. An eosinophilia is present but this is some- 
times present in the advanced states of CA. 

The findings that favor the diagnosis of CA of 
the stomach with metastasis to the lungs are: 

1. The age and sex of the patient. Most CA 
of the stomach occur after age of 40. The con- 
dition predominates in the male sex two to one. 

2. The x-ray finding of a lesion in the stom- 
ach. 

3. The extensive density of a rather unusual 
pattern in both upper lung fields. 

4. X-ray evidence of metastatic lesions in 
the bones of the pelvis. 

5. The cachexia, pallor and fever. 

6. The 15 pound loss of weight. 

7. Oceult blood in the stool; and the patient 
spat up blood on the 8th hospital day. 

8. Enlarged peripheral lymph nodes. 

MY DIAGNOSIS IS: 

1. Inoperable carcinoma of the stomach with 
extensive metastasis to the lungs and to the bones 
of the pelvis. 

Livingston and Pack in 1939 estimated that 
there were more deaths from gastric CA alone 
than from cancers of the lip, tongue, tonsils, 
cheek, pharynx, larynx, salivary glands, thyroid, 
breast (male and female), ovary, uterine cervix 
and croups combined. Moreover, they state that 
there has been no improvement in the salvage 





36 ARIZONA MEDICINE 


from gastric cancer in the past 20 years. They 
estimate the definitive cures of unselected pa- 
tients with gastric cancer at 2 per cent. 

Yet gastrie cancer is curable provided only 
that the patient reaches the surgeon with a re- 
spectable lesion. What is needed is a high index 
of suspicion of cancer in the patient who com- 
plains of a gastric disturbance which does not 
yield to conservative treatment within a period 
of a few weeks. 


DIFFERENTIAL DIAGNOSIS 

Dr. Wyman Richardson: The story is that of 
a relatively young*man with an acute illness 
lasting four weeks. 

Is it fair to look at the temperature chart? I 
was quite interested to know whether he had a 
high plateau type of fever or one that went up 
and down. ; 

Dr. Benjamin Castleman: You may see it. 
It is not striking. 

Dr. Richardson: The fever apparently started 
off gently and really never did get particularly 
high. It was not a septic temperature. 

First of all I want to run over some of the 
findings. The primary symptoms were pulmon- 
ary, and there was slight hemoptysis early in 
the disease. I think that this is worth emphasiz- 
ing. He had night sweats. This is also worth em- 
phasizing. The urine was essentially negative. 
It contained a few blood cells but no albumin. 
Several sputum examinations were done; but 
the story was that of an unproductive cough and 
there is nothing to suggest that what he was 
bringing up was rea‘ly sputum. The alkaline 
phosphatase was elevated, and this suggests bone 
disease with osteoblastic activity. The murmur 
in the pulmonary area could possibly have been 
due to pericarditis, or to pleuritis from the over- 
lying lung, or it may not have been significant 
at all. Tuberculin tests were negative. Repeated 
tests with trichinella antigen were also negative. 
There was pus in the gastric contents, an ob- 
servation not frequently made, perhaps because 
it is not looked for. Perhaps we should see the 
x-ray films at this time. I am interested in the 
lesion in the stomach and the appearance of the 
chest, as well as some of the bone lesions. 

Dr. Milford D. Schulz: The films of the chest 
show extensive, symmetrically distributed mot- 
tled and stringy areas of increased density 
spreading into both lung fields. These go all 
the way out to the periphery of the lung fields 
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and seem to be most prominent near the lung 
roots. It ushers in as possibilities a whole group 
of lesions that ineludes lymphatic spread of 
tumor, fibrosis, miliary tuberculosis, sarcoid and 
others. 

Dr. Richardson: You never see an x-ray of 
the chest like that with periarteritis nodosa, do 
you? 

Dr. Schulz: Not quite like it, although some- 
what approaching it. The findings in this film 
in association with the increasing dyspnea make 
one think about lymphatic spread of tumor, espe- 
cially in view of the areas of increased density 
evident in the bones. 

Dr. Richardson: Let us look at the bones. 

Dr. Schulz: There are many round areas of 
inereased density in the pelvis that look like 
osteoblastic reaction to metastases. Similar bone 
lesions ean be seen in lymphoma. 

Dr. Richardson: Do you see areas of osteo- 
lytic activity ? 

Dr. Schulz: I do not believe so. 
they are osteoblastic. 

Dr. Richardson: With widespread tubereulo- 
sis in the bone, is there ostoblastic activity or is 
it mostly a destructive process ? 

Dr. Sebhuiz: I have never seen it look like this. 

Dr. Richardson: This is, of course, a miliary 
process. 

Dr. Schulz: The fluoroscopist observed great- 
ly swollen rugal folds. The films of the stom- 
ach show an area of rigidity along the lesser 
curvature, and this is quite constant on the 
spot films. No actual tumor mass is seen, but 
there is ulceration of the mucosa along the rigid 
part of the stomach. 

Dr. Richardson : 
lesion. 

Dr. Schulz: These swollen rugae are remin- 
iscent of a case presented at this conference 
several years ago that proved to be merely gas- 
tritis with infiltration of the stomach wall.’ 
Lymphoma of the stomach can also have this 
appearance. 

Dr. Chester M. Jones: Would you be willing 


I think that 


I want to play down that 


.to say that this was not an extraluminal gastric 


lesion, but that it was in the mucosa? 

Dr. Schulz: On the basis of these films I do 
not believe that one can tell. 

Dr. Richardson: Now for the diagnosis. If 
one takes the eosinophilia seriously, what does 
one have to consider? I am not going through 
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all the possibilities, but some of them have to 
be considered seriously. 


It do not know much about Loeffler’s syn- 
drome, but it has to do with a pneumonitis and 
a high eosinophilia. It is relatively acute and be- 
nign. I am not up on the literature, but in cases 
coming from the Mediterranean area I have 
seen mention of eosinophilia and chronic pneu- 
monitis that lasted for a year or more. I do not 
believe that any of these cases had an acute ful- 
minating process of this sort. I have seen one 
patient in this hospital who had an eosinophilia 
with lesions in the lung, a picture that suggested 
to me Hodgkin’s disease. In the course of a year, 
however, all the lesions disappeared, as did the 
eosinophilia, and the patient made a spontaneous 
recovery. In the present case the disease seems 
to me to be too widespread and too quickly fatal 
to consider this group, and therefore I cross 
them out. 


I think that one can make out a good case for 
periarteritis nodosa, whatever that may be. It is 
a clinical hodge-podge when one tries to make 
of it a clear-cut clinical picture. This case does 
not follow the pattern that one encounters in 
the asthmatie type. There is no peripheral neu- 
ritis, no mesenteric thrombosis, no renal symp- 
toms, and only slight evidence of any actual 
coronary invo!vement. Furthermore, I do not 
believe that we see such a chest picture in the 
usual type of periarteritis nodosa. It seems to 
me that the course is too acute for a case of 
periarteritis nodosa, and in spite of the eosino- 
philia I am going to throw that diagnosis out. 
Also bone lesions would be extremely rare with 
periarteritis nodosa. 


Trichinosis can be fatal. When it is, I believe 
that it would cause a typhoid-like picture, which 
this patient did not show. There may be central- 
nervous-system involvement in fatal cases. Two 
skin tests were negative. If one is going to pay 
any attention to such tests it seems to me that 
they should have been positive in this case. I 
am going to rule it out. 


Tumor seems to me the logical diagnosis in 
this case. There is widespread disease involving 
bone with lesions that Dr. Schulz says are con- 
sistent with metastatic tumor of the bone. 
There is a lesion in the stomach, and one can 
logically say that this patient had a tumor of 
the stomach with widespread metastases, or pos- 
sibly primary tumor in the lung, with metastases 
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Eosinophilia with tumor involving 
I saw a case 


elsewhere. 
the lung is sometimes observed. 
not so long ago with eosinophilia due to bone 
metastases from a pancreatic tumor, but if one 
is going to suggest tumor as a cause for eosino- 
philia there should be an accompanying anemia 
and changes in the blood characteristic of wide- 
spread bone-marrow involvement. This man had 
no anemia; in fact he had a polycythemia, prob- 
ably due to a certain amount of dehydration 
and possibly accentuated by some anoxemia, al- 
though he is not described as being cyanotic. 
I do not get the feel from this case that it was 
malignant tumor. It was rapidly fatal without 
any of the really good localizing signs or symp- 
toms that one would expect with a rapidly fatal 
tumor. It is the kind of death that one might 
expect from acute leukemia. Nothing suggesting 
this was observed in the blood smear. Then we 
have the lymphoma group. It is rare to see a 
ease as quickly fatal as this in any of the lym- 
phomas, unless one includes acut? leukemias, 
which I have already mentioned. 


The whole picture to me is that of infection, 
and whereas I say that tumor is the logical diag- 
nosis. I am going to throw that out also. It 
mav be an infection that I know nothing about 
or that I have not thought of, in which case . 
there is no use in talking any more. The only 
infection that I can think of that might produce 
such an acutely fatal illness is an acute miliary 
tuberculosis. 
eosinophilia ? 
served it, although I have not seen many cases. 
That is one point against it. The tuberculin test 


Does miliary tuberculosis cause 
I do not remember having ob- 


was negative, but the tuberculin test is frequent- 
ly negative in overwhelming infection by the tu- 
berele bacillus. So we can allow that. The third 
point against it is this osteoblastic activity in the 
bone, which one would think ought to be osteo- 
lytic. I am not sure whether tubercles scattered 
throughout the bone marrow can ‘‘tickle up” 
the osteoblasts enough to lay down a little bone. 
I do not, however, feel satisfied with the diagno- 
sis of tuberculosis. 


The diagnosis of acute bacterial endocarditis 
ought to be entertained, but again there is no 
evidence of embolic phenomena, and the bone 
involvement does not seem to go with it. I am 
trying to make a soft bed for myself by saying 
that tumor is the logical diagnosis, but I am 
going to cross that out and say that this man 
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had a fulminating infection, probably miliary 
tuberculosis. 

Dr. J. H. Means: Dr. Napier is here, and I 
have asked him to comment on the eosinophilia. 

Dr. L. Everard Napier: My remarks will not 
bear any relation to this case, but I have been 
in the tropics, where we see a good deal of 
eosinophilia, much of which we cannot under- 
stand. We eall it idiopathic eosinophilia. Fre- 
quently we find it running up to 60 to 70 per 
cent without any obvious reason. Another as- 
pect of eosinophilia in the tropies is the high 
eosinophilic count in the normal population, as 
compared with the figures one sees in the text- 
books that are based on experience in temperate 
climates. We have taken counts of so-called 
‘healthy people’’ in India and found an aver- 
age eosinophilic count of 14 per cent. A good 
deal of this is attributed to parastic infestation. 
That is not the whole story, however. When 
we exclude infestation we find an average 
eosinophilia of the lung or eosinophilic pneu- 
presence of eosinophilia would not excite me 
the same way that it does you here. The one 
thing you think of is trichinosis or trichiniasis— 
it should really be called ‘‘trichineliasis’’ to be 
correct—but we do not think of that in India 
because we scarcely ever see it. We have seen 
eosinophilia of the lung or eosinophilie pneu- 
monitis, but it is essentially a benign disease. 

Dr. Jones: I saw this patient and thought 
that he probably had a lymphosarcoma originat- 
ing in the stomach. The chest findings were 
perfectly consistent with such a diagnosis, and 
the x-ray film of the stomach showed a curious 
mucosal pattern which was like that of several 
cases of lymphosarcoma of the stomach that I 
have seen. On the basis of this trabeculation of 
the gastric mucosa and the rest of the story, that 
is, the chest findings and the bone lesions, I 
thought that lymphosarcoma secondary to a pri- 
mary foeus in the stomach was the logical diag- 
nosis. 

CLINICAL DIAGNOSIS 
Lymphosarcomatosis. 
DR. RICHARDSON’S DIAGNOSIS 
Miliary tuberculosis. 
ANATOMICAL DIAGNOSIS 

Carcinoma of stomach with metastases to the 
regional lymph nodes, pleura, lung, pericardium, 
peritoneum and vertebras. 

Lymphatie spread of pulmonary metastases. 
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PATHOLOGICAL DISCUSSION 

Dr. Castleman: Both lungs were voluminous 
and filled the entire chest cavity. Scattered 
over both pleural surfaces was a yellow-white 
lacelike network, which reminded me a bit of the 
lacteals in the intestines when they are bal- 
looned with fat. This network was bright yel- 
low in places and formed a pattern of the entire 
lymphatic system of the pleura. It was very 
striking. This pleural process involved the entire 
pleura and extended on to the pericardium at 
the pleural reflection. This same lymphatic 
engorgement was seen throughout the paren- 
chyma of both lungs. We, of course, thought of 
metastatic carcinoma and focused our attention 
on the stomach. Along the lesser curvature we 
found enlarged lymph nodes adherent to the 
pancreas, but the pancreas itself looked normal. 
Along this curvature we also found a slightly 
rigid area 2 to 3 em. long that was only super- 
ficially ulcerated. The mucosal folds, however, 
were prominent, and this prominence is undoubt- 
edly what was seen in the x-ray and led Dr. 
Jones to think of a lymphoma, because lym- 
phoma does spread in submucosal tissues and 
elevates the mucosa. Of course, carcinoma can 
also spread in that way. These mucosal folds 
were high and could not be depressed so that 
we knew there was something, almost certainly 
a neoplasm, beneath the mucosa. Microscopi- 
cally all the lymphatic vessels in the pleura and 
lungs were plugged with nests of neoplastic 
cells, which proved to be those of a differentiated 


carcinoma. The primary lesion was, of course, 
the rigid area in the stomach; it had extended 
throughout the submucosa to involve the serosal 
lvmphatie vessels, the peripancreatic lymph 
nodes and the peritoneum. The vertebral bone 


marrow ‘was grossly involved, and it is surpris- 
ing that the red-cell count was high. Two or 
three other counts were taken, and all were in 
the neighborhood of 5,000,000. 


Dr. Richardson: If one had looked at the 
smear I suppose one might have found some evi- 


dence of red-cell activity. 


’Dr. Castleman: This. lung picture of lym- 
phatie spread of metastases has been recently 
described by Dr. Mueller of the x-ray depart- 
ment and by Dr. Sniffen of this laboratory.” 
About 70 per cent of all cases of lymphatic 
spread of cancer of the lungs come from the 
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stomach ; they usually occur in young persons, 
and the course is rapidly fatal. 

I think that it cannot be stressed 
too much that miliary lesions in the lungs may 
be due to many causes other than tuberculosis. 


Dr. Jones: 


ARIZONA MEDICINE 39 


One of the most frequent is metastatic malig- 
nancy. 
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RX, DX, AND DRS. 


By Guillermo Osler, M. D. 


This column recently resented the efforts of a 
well-known drug house to “help” the medical 
profession obtain a SYNTHETIC ADRENAL 
CORTICOID DRUG, for use with vitamin C in 
cases of rheumatoid arthritis. The reports were 
too controversial. . . In order to get an expert 
opinion, we have corresponded with a prominent 
arthrologist in Los Angeles. He has contributed 
to ARIZONA MEDICINE in the past, and has 
been of help in answering questions. . . . He says 
that a well-controlled study will shortly be pre- 
sented at a medical meeting. The stuff is NOT 
valuable. (Actually the control cases, receiving 
distilled water, did better)... . It is hard to see 
how the so-called successful series, even though 
small, could have been obtained. 


Physicians are joining taxi-drivers in their 
rapport to a central office, VIA SHORT-WAVE 
RADIO. .. . Two hundred doctors in New York 
City will carry pocket-size receivers, with which 
they can receive calls from a telephone-answering 
service over a radius of 25 miles. ... Each will 
have a number in code; the call goes through con- 
tinuously; and the doctor answers by telephone— 
or keeps on playing golf. 


The most logical and concise reason why social- 
ized medicine is being pushed by the planners 
has been given by a Scot from London, Dr. Chris- 
topher Daniels. .. . “No nation in its right mind 
will accept Socialism or Communism. It must be 
introduced insidiously, through the emotions. 
BIRTH, DEATH, AND SICKNESS HAVE THE 
GREATEST EMOTIONAL APPEAL, and medi- 
cal services are among the first to be attacked 
and taken over. A typical socialist trap is to bog 
the opposition down in arguments about the 
mechanism of the scheme, while the true mean- 
ing is being obscured. This situation is like 
polio—you don’t know when you catch it, and by 
the time the paralysis is diagnosed it is too late.” 


The reports of GOOD EFFECTS from the use 
of curare ,procaine, cortisone, the antibiotics, etc., 


etc., are invariably followed by reports of TOX- 
ICITY. ... No method seems to be as good as it 
looks at first, and only a few reach a favorable 
balance between success and hazards. ... We 
should learn, and promise ourselves never to for- 
get, that the trial of a substance almost always 
proceeds along certain regular paths, and that 
there are obstacles for all of them—even water. 


A 1949 paragraph on WATER can now be modi- 
fied . . . a method of distillation from sea-water 
by high speed centrifugal evaporation is being 
developed. Engineers in California say that the 
process will soon be practicable, and the water 
will cost about $20 per acre-foot. . . . This com- 
pares with $15 for the Colorado river water in 
that area—and who knows, the latter might be- 
come less plentiful? 


Now and then the newest drug turns out NOT 
to be the best drug. ... Eisele of Chicago reports 
in the March Wisconsin Medical Journal that 
aureomycin plus streptomycin is NOT as satis- 
factory or sulfadiazine plus streptomycin for 
BRUCELLOSIS. ... The results are from a series 
of laboratory animals and cattle. Aureomycin is 
bacteriostatic rather than bacteriocidal, and the 
organisms promptly grow after use of the drug is 
stopped. 


An oblique emphasis on progress in medicine 
is the publication of a SECOND edition of a ten 
dollar book on “BRUCELLOSIS” (H. J. Harris, 
for Paul B. Hoeber, Inc.). ... Undulant fever has 
a brief history and a new therapy (as noted 
above) but there is a large backlog of human 
cases and a huge animal reservoir to be elimin- 
ated... The ARIZONA STATE VETERINARIAN 
is considering the use of more stringent controls 
over imported cattle. An occasional beast flares 
up with Bang’s disease after being certified as 
negative when entering the state, and the loop- 
hole should be closed. 
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A recent note about CIVILIAN MEDICAL 
JOBS in the Canal Zone can now be revised to 
read—“and Japan, Guam and Okinawa.” ... The 
Department of the Army is seeking physicians 
in several specialties for one or two-year tours 
of duty as medical officers. Salaries vary from 
$6,400 to $9,500. The age limit is 57 years. De- 
pendents are permitted, and living quarters are 
free or nearly so. ... The applications go to 
Civilian Personnel Division, 1660 East Hyde Park 
Boulevard, Chicago 15. 


One only has to wander a little bit among the 
sciences to get lost, or badly confused. . . . The 
spring issue of “Cathode Press,” published by 
the Machlett Company, shows us a dim other- 
world. .. . On page 2 we find a drawing labelled 
“schematic axial cross section of Super Dynamex 
Anode,” and on page 6 an article entitled “A 
Ceramic Planar Power Tetrode.’ . .. This inferior- 
ity feeling could be erased by inviting an en- 
gineer to a clinical-path. conference. 


Dr. Ralph Waters, teacher of many current 
anaesthetists and inventor of many methods, 
must have a tolerant smile now and then as he 
tends his roses in Florida retirement. ... Dr. 
Waters was the earliest professor of his subject, 
and headed the department at the Wisconsin 
General Hospital. . .. If he reads the hospital 
journals he will see pictures of the methods used 
to pipe OXYGEN to the bedside through three 
miles of copper tubing and 330 outlets in New 
York’s Presbyterian Hospital. ...The reason for 
his tolerance lies in the fact that he had oxygen 
piped into the W. G. H. in 1934, where it has been 
the accepted means of supply ever since. 


Dr. John “Lundy_is chief of the Mayo Clinic 
“action on anaesthesia, and also one of the great 
authorities in that field. Any pronouncement of 
his should carry special weight. . . . When he 
describes AN AUTOMATIC DEVICE TO REGU- 
LATE THE FLOW OF AN ANAESTHETIC as 
“fabulous,” it should be just that. .. . The equip- 
ment contains an electroencephalograph, and 
the variation in “brain waves” determines the 
patients reaction. ... The apparatus has actually 
been connected to the syringe which delivers an 
intravenous agent, and is said to control it well. 


We have recently seen the report of a wonder- 
ful COMBINATION OF HEALING AGENCIES. 
..-A Boy Scout was given a high award for his 
activities, which included hiking and other physi- 
cal exercises. . . . He has been very active in 
civic affairs and in the Catholic Church. .. From 
birth until the age of ten he had a long series 
of operations to repair a clubbed and rotated 
foot. ... The surgery was done through the aid 
of a Shrine Hospital, and he and his family are 
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very grateful. ... This sounds like Brotherhood— 
and it is also possible that some of the doctors 
didn’t have ancestors on the Mayflower. 


CARDIOVASCULAR CATHETERIZATION is 
a fashionable and valuable procedure right now. 
Quite a few articles are being published on its 
use in diagnosis, chiefly of congenital malforma- 
tions. .. . It should be noted that the method is 
time-consuming, the pressures and blood analyses 
are difficult to obtain, and the data are hard to 
interpret. ... Only a few clinics in the nation are 
capable of doing the job well—and that’s the way 
it should remain for the time being. 


We have blood banks, eye banks, bone banks, 
artery banks, etc., etc.... Now we have an “ICE 
BANK.” ... It looks suspiciously like a refrig- 
erator, however, and is used in a hospital ward 
to produce ice in partially-filled pitchers for later 
eee A 1950 ICE BOX. 


Many unique answers to medical questions do 
not spring complete from the brows of profes- 
sors. ... A good example of this truism (if it 
is true) is THE HILLSDALE PLAN, started in 
1948 by the Hillsdale County Medical Society of 
Michigan. ... It was noted that 60% of the cancer 
cases treated in that area in 1946 involved the 
skin, breast, uterus, and rectum. Since all of 
these sites could be examined in the offices of 
physicians, without special equipment, it was 
arranged to make every office a cancer detection 
center. ... Thirteen of the eighteen doctors in 
Hillsdale participate in the plan. A _ publicity 
campaign started the examinations at a high 
level, but the ball has continued to roll. . . . Sev- 
eral groups of patients are seen—women over 40 
years who are seen by appointment; men or wom- 
en of any age who request the routine examina- 
tion; and patients who see their physicians re- 
currently for .chronic diseases. . . . A specific 
history is taken, and the skin, mouth, throat, 
neck, breasts, heart, lungs, abdomen, genital 
organs and rectum are examined. The urine is 
tested, and a blood count is done if anemia seems 
evident. X-rays and biopsy are arranged if indi- 
cated. Re-examination is suggested at intervals 
of six months. ... Many non-cancerous abnormali- 
ties have been found, and suggestions made for 
management. ... The usual cost of the study has 
been $4 or $5. More than 1,500 original examina- 
tions were made in the first 18 months of the 
plan, and 54 cases (3.5%) of cancer were found, 
though only about 17% of the females over 40 in 
Hillsdale were examined. 


A TESTING PROGRAM for substances which 
may be of value as replacements for natural hor- 
mones is gradually being formulated. The object 
is to find a compound which will replace a func- 
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tion of the hormone, and for which a test is avail- 
able. ... Examinations for the number of lympho- 
cytes or eosinophiles, the sodium-potassium bal- 
ance, etc., can be made on an animal. The adren- 
als (source of cortisone) are then removed, the 
substitute compound is then given, and the blood 
cell and chemical levels are noted to decide its 
efficiency. 


The recent tendency has been to TREAT DIA- 
BETES with a “free” diet, combined with insulin, 
and little attention paid to the blood or urine 
sugar levels. ... This is the path of least resist- 
ance for both the physician and the patient, and 
certainly the dream method for the patient... . 
The disadvantages are real, however. It is un- 
economic, since more insulin is needed. It is 
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hazardous to the pancreas, since hyperglycemia 
damages the islands of Langerbans. It may pro- 
duce fatty degeneration of the liver. It also forms 
bad habits. 


If a doctor applied for a job in the Arizona State 
Health Department, and then came to visit in 
Phoenix, the obvious conclusion would be that 
the two events were associated. ... They could 
be, except for the notorious VERSATILITY OF 
PHYSICIANS. ...A recent trip by Dr. R. Es- 
mond Smith, member of the Los Angeles County 
Sanatorium Staff, and one-time medical mission- 
ary to Beirut in Syria, was made only in part to 
survey the Arizona job, and primarily to help 
found a parish of the strict and fundamentalist 
Scotch Reformed Presbyterian Church! 





AN INTRODUCTION TO DIANETICS 


LLOYD F. SMITH, M. D., 
Monrovia, California 


You are walking down the street. A stranger 
stops you. ‘‘Pardon me,’’ he says. ‘‘Are you 
Doctor White? Fine. I have discovered some- 
thing so important that it ranks with the dis- 
covery of fire. With my discovery I can cure 
every psychosomatic ill, every neurosis, every 
psychosis. Are you interested ?’’ 

If that happens to you tomorrow, how do you 
expect to react? Wig-wag for a cop to grab the 
stranger until an ambulance can whisk him to 
a mental hospital? Laugh at this gigantic claim ? 
Sit down with the stranger and listen to what 
he has to say? 

That little story told above is no story out of 
a fairy book. It is something that has already 
happened. The stranger’s name, L. Ron Hub- 
bard. His address, Elizabeth, New Jersey. His 
claims stated in a book, Dianetics, published 
1950 by Hermitage House, N. Y. The claims 
in the first paragraph above come almost ver- 
batim from page ix, the very first page in 
his book. 

Ordinarily we might like to dismiss such claims 
and go about our business. But the book Di- 
anetics has hit best seller lists, and a foundation 
for Dianetices has been established in Elizabeth, 
N. J., or so I understand. Patients start to ask 
about it. Probably the best thing to do is to 
look. into Hubbard’s theories and see if we can 
understand part of them. 

To explain his system of Dianeties, Hubbard 
has coined many new terms. His glossary defines 
thirty-five such new words, and throughout his 


book he adds possibly another fifteen or more. 
At least four words we might examine here— 
dianetics, analytic, reactive, engram. 

Dianetics, says Hubbard, comes from a Greek 
word ‘‘dianoua,’’ which means ‘‘thought.’’ He 
uses the word to cover his new ‘‘science of 
mind’’ or Dianeties. At times Hubbard talks 
as if we have two minds, again as if we have 
one mind with two or more arbitrary parts. 
The terms analytic mind and reactive mind 
come in for constant mention. 

Analytic mind is the mind or part of the mind 
we all admit and feel rather proud of. By it 
we are aware of ‘‘I,’’ we remember things, we 
reason and compute. It bears marked similarity 
to what psychiatrists call the ‘‘conscious mind.”’ 

Reactive mind is the mind or part of the mind 
that was hidden, unknown until Hubbard dis- 
covered it. It has some resemblance to the ‘‘sub- 
conscious mind’’ of psychoanalysis. However, 
the reactive mind never sleeps. It is always 
there to plague us and to drive us into acts 
that we know, with our analytic mind, may be 
foolish, dangerous, criminal and so on. 

Engram is the thing that makes our reactive 
mind such a nuisance. Hubbard defines the 
engram both as any period during which the 
analytic mind shuts down, and the total content 
of that period which the reactive mind records. 

It works something like this. The analytic 
mind functions more or less all the time except 
under certain circumstances. Injury, illness and 
drugs seem to be three things that shut down the 
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analytic mind. With the analytic mind shut off, 
the reactive mind comes into its own and makes 
a record of everything that goes on. So, between 
the analytic and the reactive mind we have a 
continuous record stored within us, a record of 
our entire life. When Hubbard says entire, he 
means entire, from conception to death. 


If only our analytic mind could work in peace, 
all would be well. But our analytic mind is not 
as rugged as our reactive mind. If we crash our 


auto and get stunned for a moment, out goes 
the analytic mind, in comes the reactive mind to 
record what goes qn. Should we be very sick, 
say with a high fever and delirium of pneu- 
monia, again the reactive mind takes over. Or 
drugs may do it, such as a big dose of barbitur- 
ate, or alcohol, or ether during an operation. 


Hubbard does not locafe this reactive mind, 
nor does he even identify it with the nervous 
system. He does not assign it our ordinary ‘‘sen- 
sation,’’ but rather says it records on a ‘‘cellu- 
lar basis.’’ It acts like a perfect sponge to soak 
up everything going on. Everything the reactive 
mind records becomes the engram. The engram 
contains all the physical and emotional pain of 
that period of unconsciousness, everything, too, 
that bystanders say or do while the analytic mind 
shuts down. 


, 


Most dangerous of all seem to be any words 
spoken while we are in this state or stupor or 
apparent unconsciousness. The reactive mind 
has trouble with words. Having a submoron 
mentality, our reactive mind takes everything 
literally. It has no sense of humor, no ability 
to enjoy simile, metaphor or allegory. 


Recall the famous story of a station agent who 
could not distinguish the kinds of pigs. To that 
Irishman for all time ‘‘ Pigs is pigs.’’ He could 
not distinguish between the barnyard hog and 
the laboratory Guinea pig. As a result he was 
swamped by Guinea Pigs, while he tried to fig- 
ure out if there might be a time when ‘‘Pigs is 
pigs’’ does not apply. The reactive mind thinks 
in similar terms. 

For instance, we may do harm whenever we 
talk in the presence of some one injured, very 
ill, or under the influence of drugs. If we visit 
a child delirious with meningitis, we should not 
say a word. If we say, ‘‘It’s finished,’’ meaning 
that you are ready to leave, the child’s reactive 
mind may record that and use it to finish up 
the child’s days on earth. Our reactive mind, 
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says Hubbard, ‘‘thinks’’ only in terms of iden- 
tity, our analytic mind in terms of difference 
and similarity. 

Engrams, or what happens in moments of 
shut down by the analytic mind, lie at the root 
of all evil. Consider a farm boy riding a horse. 
He falls off. His head strikes the ground. For 
a time he is “‘ or at least his ana- 
lytic mind shuts off. 


unconscious, ’’ 


If the boy falls off the horse out in the fields, 
he is lucky. With no human near, he has not 
too much to worry about. His engram during 
his time of ‘‘unconsciousness’’ will contain 
chiefly his bodily pain, plus such things as the 
hoofbeats of his horse. 

On the other hand, suppose he falls off as he 
rounds the corner of the farm barn, just back 
of the house. Mother and father may hear him 
fall. They run out. Mother screams, ‘‘My poor 
baby. He’s dead.’’ Father looks disgusted, 
**Fool kid. Get up.’’ 


According to Hubbard the reactive mind takes 
all this in, records everything. Worse still, it 
takes it literally. Buried in that engram forever 
may be the conflict from orders to the boy to be 
dead,’’ ‘‘fool,’’ ‘‘get up.’’ 


Not that this all follows at once. The engram 
has to be ‘‘keyed-in’’ at some later date. ‘‘ Key- 
ing-in’’ an engram seems to be the restimulation 
of all or part of the content of the engram by 
a somewhat similar incident. Suppose in later 
days the farm boy moves to a city. He is play- 
ing tag in a vacant lot and hiding in the weeds. 
A eop has been called to drive the kids out- of 
the lot, since a neighbor objects to the shouting 
incident to the game of tag. 
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**poor baby, 


So the cop comes upon the boy hiding in the 
weeds. The cop feels grouchy. ‘‘Fool kid. If 
you’re not dead, get up.’’ The words ‘‘fool,’’ 
‘“*dead,’’ ‘‘get up’’ all ‘‘key in’’ the previous 
engram, and begin their deadly work. By en- 
grams we become slaves to chance words. The 
‘“‘Tyranny of Words’’ so ably presented by 
Stuart Chase appears mild by comparison to 


the ‘‘Tyranny of Engrams.’’ 


All our lives we go on collecting these en- 
grams, dozens, or hundreds of them. Engrams 
enslave us, make us neurotic, drive us insane. 
Behind every act we disapprove of in others, 
from murder to war, lies one or more engrams. 
Instead of blaming ourselves for what we dis- 
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Constipation 
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ducing foods and inadequate ingestion of fluids. 
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out straining or irritation. 
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with dextrose (50%) as a dispersing agent. G. D. Searle & Co., 
Chicago 80, lilinois. 
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like most about ourselves, we should blame 
our engrams. Hubbard insists strongly that he 
studies in engrams not what the individual does, 
but what has happened to or been done to the 
person in engrams. 


If this be true, then our prime care should be 
to prevent engrams when possible. For this we 
preserve absolute silence around any one in- 
jured, ill, drugged. The engrams we already 
have we must get rid of. Should we once get 
rid of all our engrams, we become a ‘‘clear,’’ an 
ideal person, better than any one ever seen on 
this earth up to now. Compared to any one 
today who thinks he is ‘‘normal,’’ the ‘‘clear’’ 
would be a superman. 


Through Dianetics, Hubbard says he can get 
rid of, or erase, or release the engrams. How? 
We must f.nd a way to go back and re-experience 
the whole incident when the engram occurred, 
when we were ‘‘unconscious. Hubbard seems 
to insist that we do this by ‘‘returning,’’ and he 
emphasizes that he does not mean mere recailing 
or remembering. Just what he means seems 
hard to grasp, and he admits that the only way 
to know is to follow his directions. For the 
moment his ‘‘returning’’ seems to be the attempt 
to vividly recall in minute detail all that hap- 
pened during the moment of ‘‘ unconsciousness, ’’ 
just as if it were happening again. 


By his method we ‘‘return’’ to the engram, 
and keep going over and over it. Sooner or later 
the engram will erase or disappear, and be filed 
again under standard memory of the analytic 
mind. Gradually, as engram after engram lifts. 
we come into the fullness of our human poten- 
tial. The drag of our reactive mind stops. Our 
analytic mind comes into full play. We are 
‘‘elears’’ beyond the dreams of Zarathustra who 
spoke to Nietzsche. 


What makes all this harder seems to be that 
engrams which matter most come before birth. 
More, engrams may begin at or shortly after 
conception itself. How then ean we hope to touch 
those events and get rid of them? Easy, says 
Hubbard. To ‘‘return’’ to your prenatal life 
and re-experience what happened to you during 
prenata' life we find simple by his method of 
reverie. 

When I first bumped into this claim that we 
could at will study our prenatal days, from 
conception onwards, I pulled up with a start. 
It made me feel the same way I did my first 
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day as interne in a mental hospital. The first 
patient I met inside the locked door approached. 
I smiled and nodded to him and said, ‘‘ Hello. 
And who are you?’’ That patient looked at me 
coldly, and spat at me one sharp word. ‘‘God,”’ 
he said, and stalked on. Since then, what other 
people say does not startle me as much. 

So Dianetics says that we must go to our pre- 
natal days and re-experience over and over again 
the engrams that happened then. But you say 
that the fertilized egg will not get injured, very 
ill, or drugged. Not so, says Hubbard. The fer- 
tilized egg gets hurt during intercourse, bumped 
hither and yon. Mother pokes at it with what- 
ever she has handy to try to abort it. When she 
gets constipated and bears down hard in her 
attempts at a bowel movement, baby again gets 
squeezed and hurt enough to produce an engram. 


Douching bothers baby. Bumps of mama’s 
belly on the kitchen sink do the same. Birth it- 
self becomes a severe engram, as the uterus and 
abdominal musc:es push and shove us towards 
the outer world. Baby changes from the picture 
of folk-lore as a ‘‘dear little thing, cuddled close 
beneath mother’s heart’’ to a much abused child. 
During any or all of such types of ‘‘injury’’ to 
baby, every thing that goes on around it records 
on the engram bank. 


If mother talks to herself, beware. As she 
strains at her stool, or fiddles with her slippery 
ellum to try aborting the baby, she may talk and 
the words register on the fetal engram bank. 
This is no attempt at sarcasm or humor on my 
part. I merely,am trying to report what Hub- 
bard says in his book on Dianeties. 


How then shall we be cured of our engrams? 
We have an auditor who helps us to get well, 
who guides therapy. To show how an auditor 
works, I quote from pages 199 to 202 of Dianet- 
ies. In these quotes everything is taken literally 
from Hubbard except the few parts in parenthe- 
ses which are marked with a (*). 

‘*The patient sits in a comfortable chair or 
lies on a couch in a quiet room, where perceptic 
distractions (*i. e. sensations*) are minimal. 
The auditor tells him to look at the ceiling.’’ 

** Auditor: Look at the ceiling. When I count 
from one to seven your eyes will close. You will 
remain aware of everything which goes on. You 
will be able to remember everything that happens 
here. You ean pull yourself out of anything 
which you get into if you don’t like it. All 
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right (slewly, soothingly): One, two, three, 
four, five, six, seven. One, two, three, four, five, 
six, seven. One, two, three, (patient’s eyes close 
and eyelids flicker) four, five, six, seven. (Audi- 
tor pauses.) (*At this point the auditor inserts 
the ‘canceller’*.) (. . the canceller is vital ...a 
contract with the patient that whatever the audi- 
tor says will not become literally interpreted by 
the patient or used by him in any way.) 


‘*Caneeller. ... In the future when I utter the 
word Cancelled, everything which I have said 
to you while you are in a therapy session will 
be cancelled, and will have no force with you. 
Any suggestion I have made to you will be with- 
out foree when I say the word Cancelled. Do 
you understand? All right, let us go back to 
your fifth birthday ... (*or any other time, 
such as the earliest moment of pain in your pre- 
natal life*).’’ 


**( Work continues until the auditor has work- 
ed the patient enough for the period.)’’ (*Hub- 
bard says the time spent in each therapy session 
averages two hours.*) 


(*At the end of the time the auditor says*) 
‘‘Come to present time. Are you in present 
time? (Yes.) Cancelled. When I count from 
five to one and snap my fingers you will feel 
alert. Five, four, three, two, one. (Snap.)’’ 


What Hubbard calls ‘‘ work’’ in the “‘dianetic 
reverie’’ consists of ‘‘returning’’ to the engrams 
and going over and over them until they erase, 
or disappear, to be refiled under standard mem- 
ory in the analytie mind. 


This reverie looks like a mild form of hyp- 
notism. Not so, says Hubbard, since in hypnotism 
the patient goes to sleep. Also hypnotism sug- 
gests things to a patient while dianetics ‘‘re- 
turns’’ him to a point of time. How the auditor’s 
words like ‘‘Return to . .’’, ‘‘Contact that more 
closely .. ’’, ‘‘Continue to repeat .. *’ and so 
on fail to equal suggestion is a fine point here. 
Somehow I fail to see the distinction. 


As with any book that is meeting the ovation 
such as Dianeties gets in some quarters, we can 
not say the last word. Some people believe every 
word written in the book. The few persons whom 
I have personally known thus far, who have 
started Dianetic therapy, enthuse over it. Others 
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laugh at the whole idea as too absurd to talk 
about. 


Has Hubbard found something? Even if the 
patients do not ‘‘return”’ as literally as Dianeties 
seems to claim, what actually does happen in 
dianetic reverie? I do not know. My own atti- 
tude resembles that of Montaigne as regards 
Montaigne said that even if he saw 
And 


miracles. 
a miracle he would not credit his senses. 
dianetie looks to me like a miracle. 


As in so many things, argument is futile. Time 
will sit in judgment here as always. At least 
Hubbard is no piker. He has. stuck his neck 
out, way, way out. ‘‘With the techniques pre- 
sented in this handbook . . . (an) intelligent 
layman can successfully and invariably treat all 
psycho-somatic ills and inorganic aberrations.”’ 
By ‘‘inorganic aberrations’’ he seems to mean all 
neurosis and all psychosis. 

Again Hubbard does not try to conceal any- 
thing. He lays all his cards on the table and 
challenges us to experiment with it. He appeals 
to our fair play to judge not, but experiment. 
The future of dianetics may be worth watching. 
The book itself has hit best seller lists, and pa- 
tients want to know about it. The Dianetic 
Foundation is said to be training professional 
auditors and branching out. In the end there 
may be something that Dianeties has to offer 
to modern psychotherapy. We can only wait 
and see. 

You may like to ponder the two key sentences 
in the book. On page ix the book begins, ‘‘The 
creation of dianetics is a milestone for Man com- 
parable to his discovery of fire and superior to 
his invention of the wheel and arch.’’ I know 
of no boast in history to surpass that. The book 
ends on page 435 with a bit of wry humor and 
advice to those who try out its methods, ‘‘Good 
hunting.’’ That is, I presume, ‘‘good hunting’’ 
for engrams. 

A couple of decades ago I came on some dog- 
gerel somewhere, which in my vague recollec- 
tion goes like this in part: 

**It kin be jist so, 
I dunno. 
Jist so, eoudda bin. 
Then agin .. .?”’ 
134 South Myrtle. 
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PERSONAL NOTES 








Dr’s. PAUL CASE and ARCHIE CRUTHIRDS, 
Phoenix, attended the Pacific Coast Oto-Ophthal- 
mological Society in San Francisco, California, 
May 29th. 


WALTER CRAIG, Phoenix attorney, conclud- 
ed the series of talks on Medical Jurisprudence, 
before the Staff of Good Samaritan Hospital, 
Phoenix, May 22nd. Short papers were also pre- 
sented by DR. CHARLES VAN EPPS, Phoenix, 
on “Achondroplasia of the Fetal Skull;” by DR. 
ROBERT CUMMINGS, Phoenix, on “Spontaneous 
Rupture of the Bladder;” by DR. L. C. MceVAY, 
Phoenix, on “Spontaneous Rupture of the Ute- 
rus,” and by DR. HENRY G. WILLIAMS, Phoe- 
nix, on “Rupture of the Gallbladder.” 


The June Staff meeting of St. Monica’s Hos- 
pital, Phoenix, was held on June 13th, and was 
devoted to a symposium on “Prostatectomy.” DR. 
PAUL SINGER, Phoenix, spoke on ‘“Perineal;” 
DR. R. H. CUMMINGS, Phoenix, on “Transure- 
thral;” DR. L. C. WORMLY, Phoenix, on “Supra- 
pubic,” and DR. L. L. STOLFA, Phoenix, on “Ret- 
ropubic Prostatectomy.” 

DR’s AUDREY G. URRY and WALLACE A. 
REED, Phoenix, and DR. C. CLARK LEYDIC, 
Jr., Tucson, have been certified as specialists in 
anesthesia by the American Board of Anesthesi- 
ology. 


DR. JESSE D. HAMER, Phoenix, presided at 
the Rocky Mountain Regional Conference on Vol- 
untary Health Insurance in Salt Lake City, Utah, 
May 20th. He is a member of the American Medi- 
cal Association Council on Medical Service. DR. 
CARLOS CRAIG, Phoenix, attended as President 
of the Arizona Blue Shield. 


DR. J. P. WARD, Phoenix, State Director of 
Public Health, spoke before the New Mexico Pub- 
lic Health Association Conference in Raton, New 
Mexico, May 15-18, on “A Health Officer Looks 
at a Mental Hygiene Program.” 


DR. JOHN GREEN, Phoenix, took part in a 
symposium on the “Temporal Lobe” at Atlantic 
City, New Jersey, in early June. He spoke on 
effects of surgical removal of portions of the tem- 
poral lobe. This was a meeting of the American 
Electro-Encephalographic Society. 


The June Staff meeting at St. Joseph’s Hospital, 
Phoenix, was held on June 9th and was devoted 
to a symposium on “Glaucoma” by DR's. PAUL 
CASE, 0. W. THOENY, P. McFARLAND, H. 
FRENCH and P. LOVELESS, all of Phoenix. 


DR. M. L. SUSSMAN, Phoenix, spoke on “Con- 
genital Heart Disease” to the Staff of St. Mary’s 
Hospital, Tucson, and on “Non-Tuberculor Chest 
Lesions” to the San Diego County Medical Soci- 
ety, June 13th. 


The June Staff meeting at Good Samaritan Hos- 
pital, Phoenix, was held on June 26th, and papers 
presented on “Skin Manifestations in Systemic 
Diseases” by DR. HARRY CUMMING, Phoenix. 
WALTER, E. LOX, Ph. D., Phoenix, spoke on 
“Non-Pathogenic Protozea as Causes of Amebia- 
sis,” and DR. GEORGE McKHANN, Phoenix, 
spoke on “Treatment of Amoebic Infestation.” 


DR. WILLIAM H. OATWAY, Jr., Tucson, has 
been appointed Superintendent and Medical Di- 
rector of the LaVina Sanatorium, LaVina, Cali- 
fornia. 


DR. MARCY L. SUSSMAN has been appointed 
Clinical Professor of Radiology at the University 
of Southern California. He will act in a consult- 
ing capacity in the research program. 





Arizona Teenagers Recognized 

The Bureau of Health Education of the Amer- 
ican Medical Association, under the direction of 
W. W. Bauer, M. D., has been developing 
throughout the Nation, a series of transcripts 
on Teenage Health Problems. They will be re- 
leased to broadcasting stations through local 
and State Medical Societies late this year. 

The program is arranged featuring groups of 
high school students in various cities of the 
country participating in informal discussions. 
The topics have been chosen from questions most 
often asked by teenagers themselves, according 
to field work and research done through A.M.A.’s 
School Health Division. These questions are re- 
lated to social and emotional adjustments as 
well as purely physical problems. 

Only thirteen states will be represented, pro- 
viding thirteen recordings for a thirteen week— 
thirteen minutes each broadcast. Phoenix, Ari- 
zona is fortunate in being chosen to represent 
the Southwest area. 

On Friday, July 7, 
At 10 A. M. in the broadeasting studios of radio 
station KOY—Phoenix, assembled the cast, in- 
cluding four representative teenagers previous- 
ly selected from among the local high school 


1950. the stage was set. 
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student bodies, Dr. Bauer and the Producers, 
Marshall-Hester Productions of New York, rep- 
resented by its principals; the subject: ‘‘Smok- 
ing and Drugs.’’ Following the transcription, 
it was reported that the people of Arizona might 
well be proud of its ‘‘teenagers’’ judging from 
their informed and intelligent response through- 
out the discussion. 

Following the transcription, Dr. Bauer and 
the Producers, Mr. Marshall and Miss Hester, 
were luncheon guests of the Arizona Medical 
Association, represented by Dr. Frank J. Milloy, 
Seeretary; Dr. Robert 8. Flinn, Councilor-at- 
Large, and the Executive Secretary, joined by 
members of its Auxiliary, Mrs. Benjamin Herz- 
berg, President; Mrs. George S. Enfield, Vice- 
President and Program Chairman; and Mrs. 
Jesse D. Hamer, Parliamentarian of the State 


and Officer-Director of the National Organiza-. 


tion. 
Health education problems and proposed pro- 
jects were considered. 
Respectfully submitted, 
Robert Carpenter, 
Executive Secretary. 





National Education Campaign 
American Medical Association 


Chicago, June 12.—The American Medical As- 
sociation, by unanimous action of its Board of 
Trustees and Campaign Coordinating Commit- 
tee, has given the final ‘‘go ahead’’ signal for 
a Nationwide advertising program which will 
include three principal media — newspapers, 
magazines and radio — as a new phase of its 
National Education Campaign in behalf of Vol- 
untary Health Insurance and against socialized 
medicine. 

Clem Whitaker and Leone Baxter, directors 
of the A. M. A.’s National Education Campaign, 
announced authorization of the advertising pro- 
gram today and stated that the ad campaign 
will be launched in October. 

A total advertising budget of $1,110,000 has 
been approved by the A. M. A. Board of Trustees, 
it was announced, with $560,000 allocated to 
newspapers, $300,000 to radio and $250,000 to 
National magazines. 

The newspaper advertising schedule calls for 
blanket-coverage of every bona fide daily and 
weekly newspaper in the United States—approx- 
imately 11,000, in total—and the copy is sched- 
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uled to run during the week of October 8th. 
Newspapers in the territories of Hawaii and 
Alaska will be included in the schedule. The 
space reservation will approximate 70 inches 
(probably a 5x 14) in all papers. 

About 30 of the leading National magazines, 
and a score of advertising trade publications, 
will be included in the magazine ad program. 

The radio advertising program calls for an 
intensive ‘‘spot announcement’’ campaign, util- 
izing time on some 300 radio stations, covering 
every State and Hawaii and Alaska. 

The magazine and radio campaigns also are 
scheduled for October. 

‘*This is not an institutional advertising pro- 
gram,’’ said the Whitaker & Baxter announce- 
ment. 

‘‘The American Medical Association is em- 
barking on a Nationwide advertising program 
for two reasons. First, it is determined to aid 
in every way possible in increasing the availa- 
bility of good medical care to the American peo- 
ple through the medium of Voluntary Health 
Insurance. In that respect, the advertising copy 
will be designed to make the American people 
‘health insurance conscious’ and to encourage 
the extension and development of prepaid medi- 
eal and hospital care as a means of taking the 
economic shock out of illness. Second, American 
medicine is determined to alert the American 
people to the danger of socialized medicine and 
to the threatening trend toward State Socialism 
in this country. 

‘‘The ad copy, in part, will be designed to 
sell a commodity, Voluntary Health Insurance, 
but not any particular brand or plan. The in- 
dividual will be encouraged to secure sound 
coverage in the plan which he feels best suits 
his individual needs. In its second aspect, the 
ad copy will be used to mobilize public opinion 
in support of a basic American idea—the prin- 
ciple of individual freedom, as opposed to the 
alien philosophy of a Government-regimented 
economy.”’ 

It was announced that the following advertis- 
ing agencies have been selected to handle the 
buying of space and placement of copy: 

Lockwood-Shackelford Company for newspa- 
per and magazine media, with Homer J. Buck- 
ley & Associates, Inc., affiliated with them. 

The Russell M. Seeds Company in the radio 
field, with the Harry M. Frost Company associ- 
ated with them. 
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It cost short term hospitals an average of 
$14.33 to take care of a patient for one day dur- 
ing 1949, it is reported by the American Hospital 
Association, parent organization of the ninety 
Blue Cross Plans. The quoted figure, based on 
the Association’s annual survey of more than 
6,000 hospitals in the United States for the year 
ending last September 30, is up from the $13.09 
it cost in 1948 and from the $11.09 figure for 
1947. 

The Association’s report showed a $13.94 per 
patient day cost for Arizona short term hospitals 
in 1949, thirty-nine cents below the national 
average. 

The income of the nation’s general hospitals 
as a whole came nearer to meeting costs of care 
provided than it did in 1948, the survey revealed. 
However, the income per patient in all hospitals 
was $2.59 a day less than it cost the average hos- 
pital to care for him. 

‘*Hospitals’ healthier financial condition dur- 
ing 1949 was reached in a period when many 
more patients were cared for, and they more 
nearly paid the cost of that care,’’ said George 
Bugbee, executive director of the American Hos- 
pital Association. 


Patients in short term non-profit hospitals 
paid $138,129,000 less than the hospitals’ ex- 
penses, the American Hospital Association re- 
ports. This deficit amounted to $1.56 for each 
patient daily. Money to pay for this came from 
sources other than patients. Some of these soure- 
es were endowments, contribuations, and pay- 
ments by governments for care of people who 
couldn’t pay. 

Hospitals’ expenditures were up half a billion 
dollars in 1949 over 1948, to a new high of 
$3,500,000,000, according to the American Hos- 
pital Association survey. 

Almost 18,000,000 Americans were hospital 
patients during the year—one in eight, the sur- 
vey shows. This was just a million more patients 
than in the previous year. 

Patients didn’t stay in general hospitals as 
long in 1949 as in 1948. The average stay was 


8.3 days, or almost a half day less. This was due 
in part to improvements in medical and hospital 
care. Because they recovered more quickly, pa- 
tients can be said to have saved 617,109 days in 
the hospital, the Association said. At an average 
$14.33 per day, this would amount to a saving 
of nearly $8,000,000 to the nation’s pocketbook. 

More hospital employees were there to care for 
patients during 1949 too, the survey found. For 
each 100 patients, short term hospitals (except 
Federal hospitals) had 169 employees. This was 
seven more per 100 patients than in 1948. The 
the 
trend *to a shorter work week for hospital per- 


increase in employees was influenced by 


sonnel, and to other continuing improvements 
in patient care and service. 

Total ‘‘Book Value’’ of American Hospitals 
was almost $7,000,000,000 in September, 1949, a 
half billion dollars than in 1948. This 
amounted to an average investment of $4,800 per 
bed, the American Hospital Association states. 
In short term hospitals (except Federal), each 
bed represents an average investment of $8,255. 
This is $410 over the 1948 estimated investment. 
New hospitals and additions built during the 
year cost many thousands more than $8,255 per 


more 


bed. 


ON THE RECORD—Arizona Blue Shield en- 
rollment passed the 60,000 mark during June— 
the exact figure at the end of the first half of 
1950 being 60,092, a net gain of 8,255 since Janu- 
ary 1. The records show that the Blue Shie!d 
Plan paid a total of $220,840.75 in subscriber 
benefits during the first six months of this year, 
as compared with $302,994.57 during 1949. The 
1950 payments covered 4,232 cases. Total of 
cases in 1949 was 5,425. 

Enrollment in Arizona Blue Cross was 115,134 
at the end of June, a gain for the six-month 
period of 5,302. Blue Cross paid 8,131 hospital 
bills for members in the first half of 1950, with 
the payments to hospitals for the period totalling 
$520,871.31. During 1949 Blue Cross paid $912,- 
674.13 to hospitals for members’ care, the pay- 
ments covering 14,355 cases. 
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WOMAN‘'S AUXILIARY 











CONVENTION REPORT 

The twenty-seventh Annual Meeting of the 
Women’s Auxiliary to the American Medical As- 
sociation was held in San Francisco, June 26th 
to 30th, 1950. The meetings were held in the 
beautiful Fairmont Hotel, high atop Nob Hill. 
Seventeen hundred and three members of Auxili- 
aries from the forty-eight state, District of Col- 
umbia and Hawaii were registered. This group 
represented an organization, which has a mem- 
bership of 53,606, an increase of 5,000 over last 
year. 

The delegates had little doubt as to the role of 
Doctors’ wives in the year 1950—the pertinent 
theme of the meeting being, of course voluntary 
medicine versus compulsory health insurance 
and how best the Woman’s Auxiliary could back 
the A.M.A. in its fight against 
control. 

Round Table discussions on TODAY'S 
HEALTH, Legislation, Public Relations, and 


government 


Program, at which the National Chairmen served 
These were 
most interesting and instructive, as they gave 
an insight into the many and varied projects 


as leaders, were held on Monday. 


which the individual auxiliaries undertake to 
further their aims—from writing thousands of 
personal letters to lay organizations to secure en- 
dorsements, to forming speakers bureaus, to 
Florida’s super-charged activity in helping to 
‘‘exterminate’’ Senator Claude Pepper, (as it 
was so graphically described by vivacious Mrs. 
James L. Anderson, President of the Florida 
State Auxiliary). 

Tuesday, June 27th, the Convention was for- 
mally opened by the National President, Mrs. 
David B. Allman. For Mrs. Allman’s report, 
which was given during this meeting, we hope 
you will read your August BULLETIN. It will 
give you an idea of how hard and diligently 
your National Officers work during their year 
of tenure. Mrs. Allman traveled thousands of 
miles to visit State Auxiliaries, held countless 
meetings and conferences and had voluminous 
correspondence in carrying out the work of the 
National Auxiliary. She was ably assisted by the 
President-elect and the officers of the Board and 
gave them her sincere praise and appreciation. 


The reports of the National Officers and 
Standing Committee Chairmen followed. TO- 
DAY’S HEALTH chairman, Mrs. Herbert W. 
Johnson, produced a most interesting and en- 
lightening chart, which showed that only four 
State Auxiliaries had reached 100% of their 
quota, and only six had achieved 50% or over. 
All the rest of the forty State Auxiliaries fell 
far below even the 50% mark. She stressed that 
the Magazine is worthy of more effort and that 
the doctors should feel a responsibility for or- 
dering it since they asked the Auxiliary to pro- 
mote it. She also stated that the Auxiliary should 
do a good job of promotion or admit failure and 
give the job up. A little more effort on the part 
of both would soon increase the sale and distri- 
bution of a magazine which ‘is an excellent pub- 
lic relations medium. We were delighted to find 
that Arizona was one of the six states listed as 
having 72% 
next year we will go over the top into the 100% 


of its quota, and it is hoped that 


group. 
The report of the Nominating Committee was 
read and the following names were on the slate: 


Mrs. Haro!d F. Wahlquist............ 
Minneapolis, Minn. 


_...Pres.-Eleet 


a ee Tha 
Salina, Kansas 
W. E. Hoffman ee FT, 
Charleston, West Virginia 
Mason G. Lawson. re ai 
Little Rock, Ark. 
John Z. Brown.................... sf sa 
Salt Lake City, Utah 
George Turner ..................... 
El Paso, Texas 
Mrs. Charles Shafer Constitutional Secretary 
Kingston, Pa. 


Mrs. 


Mrs. Srd V. P. 


Mrs. 4th V. P. 


Mrs. Treasurer 


Directors—One Year 
Mrs. David B. Allman, Atlantie City, N. J. 
Mrs. Seott C. Applewhite, San Antonio, Texas 
Mrs. Ralph Eusden, Long Beach, Calif. 
Mrs. William W. Potter, Knoxville, Tenn. 

Two Years 

Mrs. Frank Gastineau, Indianapolis, Ind. 
Mrs. Robert Flanders, Manchester, N. H. 
Mrs. John S. Bouslog, Denver, Colo. 
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Wednesday, June 28th, the second Session of 
the General Assembly was held, with Mrs. All- 
man presiding. After an impressive Memorial 
service, given by Mrs. Ralph Eusden, the Reso- 
lutions committee report was given and approv- 
ed. These Resolutions included (1) the support 
of the A.M.A.’s twelve point public health pro- 
gram, and (2) the need to work for the inclusion 
of instruction on the Constitution of the United 
States in the curricula of the public schools. 


The reports of the State Presidents were next 
on the agenda. Our State President, Mrs. Benja- 
min Herzberg, reported for Mrs. Charles E. 
Starns, the good work done by the Arizona Auxil- 
iaries during the past year, and it received the 
attention it well deserved. All the state presi- 
dent reports showed clear'y that the Woman’s 
Auxiliary is no longer a purely social group, 
but one which is interested in every type of 
community endeavor. It is an active, fighting 
ally of the American Medical Association, from 
the youngest State Auxiliaries in New Mexico 
and Maine to the oldest in South Dakota. 


The afternoon session saw the election of the 
National Officers and their installation by Mrs. 
Rollo K. Packard. As she presented the lovely 
diamond-studded President’s pin to Mrs. Arthur 
A. Herold, who is, as one of the delegates ex- 
pressed it, a *‘Whistler’s Mother’ type with 
snap, verve and a southern drawl, we all felt 
that Mrs. Herold, with her many 
service in the work of the Auxiliary, would 
carry on the good work done by her predeces- 
Mrs. Packard, also, presented the Past 
President’s pin to Mrs. Allman, commending her 
for the most successful year of great accomplish- 
ments which the Auxiliary enjoyed under her 
leadership. The generous orchid corsages and 
flowers given to the President and her ¢o-officers 
made them look very festive. 


years of 


sors. 


Mrs. Herold’s inaugural address, which will 
also be in your August BULLETIN, pledged 
true devotion to the cause and purpose of the 
American Medical Association and its Auxiliary 
and an honest endeavor to forward the work 
already started by her able predecessor. She 
called for the cooperation and help of the over 
50,000 members of the organization, with which 
she could go ahead to the accomplishment of 
even greater things. 


The Convention was not all work and meetings. 
A beautiful tea was held on Monday afternoon 
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in honor of the National President and President- 
elect and State Presidents. A luncheon on Tues- 
day honored the Past Presidents of the Woman’s 
Auxiliary, at which Dr. Ernest B. Howard, 
Assistant Secretary of the A.M.A. was the guest 
speaker. Dr. Howard urged the doctors’ wives 
to push the sale of TODAY’S HEALTH, to help 
the doctors in their efforts to get the Nursing 
Associations to back Voluntary Health Insurance 
and to make resolutions against Compulsory 
Health Plans, and to work diligently, as citizens, 
in the forthcoming election in November to reg- 
ister all voters, and urge them to go to the polls 
and VOTE. 


The luncheon on Wednesday, held in the beau- 
tiful Peacock Court in the Mark Hopkins Hotel, 
Allman and Mrs. Herold. Mrs. 
Jesse D. Hamer of Phoenix, Arizona, ably pre- 
sided and introduced the guests of honor, which 
ineluded Dr. Ernest E. President of 
A.M.A.; Dr. Elmer L. President- 
Elect, and others on Board of 
A.M.A. 


The Auxiliary to the 
Medical Association is to be congratulated on 


honored Mrs. 


Trons, 
Henderson, 
the National 
Woman's California 
their hospitality and the wonderful arrange- 
ments made for the comfort, 
perfect weather we enjoyed while in their superb 


entertainment and 


City of San Francisco. 

Official Delegates to the Convention from Ari- 
zona were: Mrs. Harold Kosanke and Mrs. Hi- 
ram of Tueson, and Mrs. Benjamin 
Herzberg and Mrs. George S. Enfield of Phoe- 
Mrs. Royal W. Rudolph, President-elect, 
attended unofficially, but was present at all the 


Cochran 
nix. 
meetings. This report has been compiled from 


the notes of all the above mentioned, and is duly 
set down here for your enlightenment and in- 


struction. 








JULIUS CITRON, D. S. C., 
F. P. R. S. 


DISORDERS OF THE FOOT 


-517 West McDowell Road 
Phone 2-9312 





Hours 9-5 
Phoenix, Arizona 
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ARIZONA MEDICINE 











DOCTORS DIRECTORY ESTABLISHED 
1920 
3-4189 


Emergency calls given special attention. We will 
locate your doctor before or after office hours. 
BERTHA CASE, R. N., Director 
ADA JOY CASE 


1493 East Roosevelt 
Phoenix, Arizona 

















LOW COST REFRIGERATED DRY 
AIR CONDITIONING WITH 


Ajax MOBILE ROOMASTER 


Powered by SERVEL 


Dimensions 
28” High 
18” Wide 
17” Deep 


FREE INSTALLATION 
4 YEAR WARRANTY 


Installed in a Few Minutes—% Ton Capacity—Movable 
from Room to Room. Attractively Finished in Tan and 
Rawhide Vinyl Plastic Fabrilite. 


DEMONSTRATION WITHOUT OBLIGATION MAY BE 
ARRANGED BY WRITING OR PHONING 


AJAX CORPORATION OF ARIZONA 
4014 N. Seventh Street 
PHOENIX. ARIZONA 
Phone 5-2338 


For varicose veins, lymph 
stasis and other swollen 
or flabby leg conditions. 
At reliable surgical appliance, 
drug and dept. stores everywhere. 


JOHN B. FLAHERTY CO., Inc., BRONX, N.Y 


Since 1898, Manufacturers of Surgical Ela 


August, 1950 




















“Kemember eee 


no stair climbing x 


Undoubtedly this has been your advice to 
many patients who suffer conditions which 
make exercise dangerovs. Now these peo- 
ple can be freed of the imprisonment of 
one floor with one of our complete line of 
home elevators and stair climbers. 


We Invite Your Inquiry 


iE LEVATOR CO. 


TITLE & TRUST BLOG PHONE 4-2259 


WHEN AN ORTHOPEDIC 
MATTRESS IS INDICATED 


Restful, healthful body adjustment is 
supplied by the Spring Air Back Supporter 
Mattress, with its high density construction 

of lightly compressed coils of extra large 
diameter. Made of conventional, time-proven 
materials, to a new design which 

provides positive back support without 
interfering with circulation. See it 

at your favorite furniture store .. . 


recommend it with confidence. 





Manufactured in Phoenix by 
SOUTHWEST MATTRESS CO. 
1710 EAST WASHINGTON ST. 
PHOENIX, ARIZONA 























Fg TELEX 


WORLD'S FIMEST PRECISION 


HEARING AIDS 
TELEX HEARING CENTER 
PAUL E. LAU, State Mgr. 


PHONE 8-5612 
311 HEARD BLDG. PHOENIX, ARIZONA 
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